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The Medical Aspects of Acute The Pharmacology and Metabolism of Alcohol 
and Chronic Alcoholism* Ethyl alcohol, or ethanol, is the active ingredient 
Maurice Victor, M.D.** in beer, wine, whiskey, gin, brandy, and other 


Boston, Massachusetts 
The Medical Aspects of Acute and 
Chronic Alcoholism 

Intemperance creates many problems in modern 
society, the importance of which can be judged 
by the repeated emphasis they receive in con- 
temporary writings, both literary and scientific, 
as well as from world-wide social and religious 
agencies. These problems may be divided into 
three categories—the psychologic, the medical and 
the sociologic. The main psychologic problem is 
why a person drinks excessively, often with full 
knowledge that such action will result in physical 
injury to himself and irreparable harm to his 
family. The medical problem embraces all the 
diseases which relate to overindulgence in alcohol. 
The sociologic problem comprises the effects of 
sustained inebriety on the family and community. 

The various problems raised by excessive drink- 
ing cannot be separated from one another and the 
physician must therefore be conversant with all 
aspects of the subject. At the request of the family 
he attempts to help the patient conquer his alco- 
holic tendency. It is he who must diagnose and 
treat the numerous diseases in the alcoholic, often 
admitting or committing the patient to a general 
or mental hospital, according to the nature of the 
clinical disorder that the patient presents. And 
lastly, he must enlist the aid of available social 
agencies when their services are required by either 
the patient or his family. 

Alcoholism is the term applied to the state of 
addiction to alcohol as well as to the clinical 
abnormalities that result from the excessive con- 
sumption of alcohol. An alcoholic has been defined 
as an excessive drinker whose dependence upon 
alcohol has attained such a degree that it interferes 
with his bodily or mental health, his interpersonal 
relations and his smooth social and economic 
functioning, or threatens to do so. By this defini- 
tion, there are in the United States about 4 million 
alcoholics. It requires little projection of the 
imagination to conceive the havoc wrought by 
alcohol in terms of decreased productivity, acci- 
dents, crime, mental and physical disease, as well 
as disruption of family life. 


*The work d this article and in the previous 
arti of this series (Nutritional Disorders of the oe 
Man: r cal pp 363- 


Pp 369 and 442 
was su a Research Grant (M-767(c)} 
from the Na ae Insti OF ua Mental Health, United S 
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less common alcoholic beverages. In addition, the 
stronger spirits contain enanthic ethers, which give 
the flavor but have no important pharmacologic 
properties, and impurities such as amyl alcohol 
(fusel oil) and acetaldehyde, which act like alcohol 
but are more toxic. Contrary to prevailing opinion 
the content of B vitamins in beer and other liquors 
is so low as to offer little or no protection against 
avitaminosis. 

Alcohol is absorbed unaltered from the gastro- 
intestinal tract, about 80 per cent from the intestine 
and the remainder from the stomach. Its presence 
may be detected in the blood within five minutes 
after ingestion, and the maximum concentration 
is reached in one-half to two hours. The ingestion 
of milk and fatty foods impedes its absorption 
from the intestinal tract. Water on the other hand 
facilitates absorption. In habituated subjects the 
blood alcohol concentration actually rises some- 
what faster and reaches a higher maximum than 
in abstainers. 

Alcohol is carried chiefly in the plasma and 
enters the various organs of the body, as well as 
the spinal fluids, urine, and pulmonary alveolar 
air, in concentrations which bear a constant rela- 
tionship to that in the blood. Elimination of 
alcohol is accomplished chiefly by oxidation, less 
than 2 per cent being lost through the lungs, skin, 
and kidneys. The energy liberated by the oxidation 
of alcohol (7 calories per Gm.) can be utilized as 
completely as that of the fats, sugars, and proteins, 
which it replaces isodynamically. It is important 
to emphasize that alcohol cannot be stored in the 
body or used in the replacement of destroyed 
tissue. Unless, therefore, the protein intake is 
adequate, a state of negative nitrogen balance will 
develop, a common finding in chronic alcoholics. 

The oxidation of alcohol is accomplished mainly 
in the liver, where a series of catalytic enzymes 
metabolize alcohol, first to acetaldehyde, then to 
acetic acid, and finally to carbon dioxide and 
water. For practical purposes it may be accepted 
that ethyl alcohol, once absorption is ended and 
an equilibrium established with the tissues, is 
oxidized at a constant rate, quite independent of 
its concentration in the blood. There are very 
few factors that are capable of affecting alcohol 
metabolism, although it would appear that animals 
with a high metabolism of carbohydrate are cap- 
able of oxidizing alcohol more rapidly than animals 
depleted of carbohydrate. On the other hand the 
rate of oxidation of acetaldehyde does depend on 
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its concentration in the tissues. This fact is of 
importance in connection with the drug Antabuse, 
which increases the tissue concentration necessary 
to metabolize a certain amount of acetaldehyde 
per unit of time. The patient taking both Antabuse 
and alcohol will accumulate an inordinate amount 
of acetaldehyde, resulting in nausea, vomiting, and 
hypotension sometimes pronounced and even fatal 
in degree. This pharmacologic principle underlies 
the treatment of alcoholism with Antabuse. 

The Psychologic and Physiologic Effects of Alcohol 

Alcoholic intoxication is such a_ universal 
phenomenon that there are few adults who do not 
know its effects from personal experience. A large 
body of data has been accumulated regarding the 
psychomotor effects of alcohol, the nature of toler- 
ance to alcohol, the relation of the blood alcohol 
level to intoxication and the effect of alcohol on 
the various organs of the body. Only a few of the 
pertinent data will be presented here. 

It is now generally accepted that alcohol is not 
a stimulant of the central nervous system, but a 
depressant. The early effects, seemingly of stimu- 
lation, are due to a depression of central inhibition, 
presumably a direct cortical action; the later 
effects are attributed to a spread of the depression 
to other parts of the nervous system. 

All manner of motor performance, whether 
simply the maintenance of a standing posture, the 
control of speech and eye movements, or the highly 
organized and complex motor skills such as type- 
writing and workmanship are adversely affected 
by alcohol. The movements involved in these 
motor acts are not only slowed but made more 
inaccurate and random in character and therefore 
less well adapted to the accomplishment of specific 
ends. 

Similarly, alcohol impairs the efficiency of 
mental function. It has been shown that some 
slowing of the mental processes occurs in most 
people even after moderate alcohol ingestion. 
Alcohol interferes with the learning process, which 
is slowed and rendered less effective. The faculty 
of forming associations, whether in the form of 
words or of figures, tends to be hampered, and the 
power of attention and concentration is reduced. 
The individual is not as versatile as usual in 
directing thought along new lines appropriate to 
the problems at hand. Finally, alcohol impairs the 
faculty of judgment and discrimination, and hence, 
all in all, the ability to think and reason clearly. 

The effect of alcohol on organs other than the 
central nervous system is relatively unimportant. 
With intoxicating doses the pulse rate rises, blood 
pressure falls, and there is cutaneous vasodilatation 
at the expense of splanchnic constriction. Increased 
sweating and vasodilatation cause a loss of body 
heat and a fall in temperature. In low concentra- 
tions, by whatever route it is administered, alcohol 
is capable of stimulating the gastric glands to pro- 
duce acid, apparently by causing the tissues to 


form or release histamine. With the ingestion of 
alcohol in concentrations of over 10 to 15 per cent 
the secretion of mucus is increased, the stomach 
mucosa becomes congested and hyperemic, and 
the secretion of acid then becomes depressed. This 
is a state of acute gastritis, from which recovery 
is relatively rapid. The increase in appetite fol- 
lowing ingestion of alcohol is due to the stimulation 
of the end organs of taste, or to a general sense 
of well-being. Similarly, the reviving effect of 
alcohol in fatigue states is a cerebral one, and not 
due to a direct stimulating effect on muscle or 
other organs. 

Alcohol also exerts a distinct effect on the renal 
excretion of water and electrolytes. The ingestion 
of 4 ounces of 100 proof Bourbon whiskey, for 
example, results in a diuresis qualitatively in- 
distinguishable from that which follows the drink- 
ing of large amounts of water. This diuresis is 
most likely due to the transient suppression of the 
release of antidiuretic hormone (ADH) from the 
neurohypophysis, since a relatively small amount 
of alcohol injected directly into a carotid artery 
evokes a prompt diuresis without a detectable rise 
in the concentration of alcohol in the systemic 
blood. The exact locus of action within the supra- 
optico-hypophyseal system is unknown. Alcohol 
does not alter the sensitivity of the kidney tubules 
to endogenous or exogenous ADH (Pitressin), and 
has no discernible effect on renal hemodynamic 
function in normal subjects. The degree of diuresis 
seems to be more closely related to the duration of 
the rising blood alcohol level than to the rate of 
increase or the absolute level attained, in distinc- 
tion to the mode of action of alcohol on the nervous 
system in general. In recumbent subjects, the 
water diuresis following the ingestion of alcohol is 
associated with a diminished excretion of electro- 
lytes (Na, K, Cl), presumably due to vasodilatation 
and the consequent redistribution of the circulating 
blood volume. There is also an increased urinary 
excretion of ammonium and titratable acidity 
following alcohol, due to a mild degree of both 
metabolic and respiratory acidosis. The former is 
presumably due to an accumulation of acid meta- 
bolites and the latter to the direct action of alcohol 
on the respiratory center. 

A scale relating the various degrees of clinical 
intoxication to the blood alcohol level in non- 
habituated subjects has been constructed by Miles. 
He found that at blood alcohol levels of 30 mg. 
per 100 ml. a mild euphoria was detectable, and 
at 50 mg. per 100 ml., a mild incoordination. At 
100 mg. per 100 ml. ataxia was obvious, at 300 mg. 
per 100 ml. the patient was stuporous, and a level 
of 400 mg. per 100 ml. was accompanied by deep 
anesthesia and could prove fatal. These figures 
are valid, providing that the alcohol content rises 
steadily over a two hour period. Such a scale has 
practically no value:in the alcoholic patient for it 
does not take into account the adjustment which 
the organism makes to alcohol, i.e. the phenomenon 
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of tolerance. It is common knowledge that a 
habituated person can drink more and show less 
effects than the abstainer or moderate drinker. The 
organism is also capable of adapting itself to the 
presence of alcohol after a very short exposure. 
If the alcohol concentration in the blood is raised 
very slowly, no symptoms appear even at quite 
high levels. Also, if the concentration is main- 
tained at a constant level over a period of time, 
the symptoms of intoxication, originally present, 
disappear, despite a lack of change in the blood 
alcohol levels. It would appear that the important 
factor in this rapid adaptability is not so much the 
rate of increment or the height of the blood alcohol 
levels, but the length of time alcohol had been 
present in the body. This type of tolerance ac- 
counts for the surprisingly large amounts of alcohol 
that can be consumed in a 24 hour period without 
significant signs of drunkenness or elevated blood 
alcohol levels. Three patients who were studied 
at the Addiction Research Center in Lexington, 
Kentucky, consumed 397 to 466 ml. of 95 per cent 
alcohol per day without having any significant 
amounts of alcohol in the blood or clinical evidence 
of intoxication. In these subjects, there was a 
very narrow margin between the doses associated 
with low blood alcohol levels and sobriety and 
the doses associated with high blood levels and 
drunkenness. Elevation of the alcohol intake from 
between 397 and 466 ml. daily to between 430 and 
479 ml. resulted in high blood alcohol levels and 
drunkenness. Observations such as these would 
tend to invalidate the use of a single estimation 
of blood alcohol concentration as a reliable index of 
drunkenness. It has also been shown that if the 
dosage of alcohol which just causes blood levels 
to be high is held constant, the blood alcohol con- 
centration falls and clinical evidence of intoxication 
disappears. The cause of this fall in alcohol con- 
centration is not clear. This type of tolerance has 
been referred to as “metabolic” in contrast to 
“tissue tolerance,” which refers to the adjustments 
made by the nervous system to long continued 
exposure to alcohol. The latter seems to depend 
on an altered nervous tissue response, i.e., a bio- 
chemical adaptation on the part of the habituated 
individual enabling him to function more effect- 
ively at a given alcohol concentration. Contrary 
to widespread belief, the absorption is no less rapid 
nor the oxidation more rapid in the habituated 
than in the normal subject. The precise nature 
of the adaptation is still a matter of conjecture. 
Undoubtedly, some inborn factor plays a part in 
determining relative susceptibility. It is also con- 
ceivable that there is a psychologic adjustment to 
high concentrations of alcohol in nervous tissues. 
The habituated individual may learn to compensate 
for his lack of coordination and the removal of his 
inhibitions in a manner that would be impossible 
for the abstainer. 

The Clinical Manifestations of Alccholism 
The medical illnesses which result from alcohol 


are mainly those of the digestive organs and of 
the nervous system. Each of these will now be 
considered. 

I. The Effect of Alcohol on the Digestive Organs 

The most common medical symptoms in 
alcoholics are gastrointestinal, and of these the 
most distinctive are morning nausea and vomiting, 
or the “dry heaves.” This occurs on first arising 
and may be spontaneous or provoked by food or 
cigarettes. The vomiting subsides after one or 
several drinks, the patient then being able to con- 
sume large quantities of alcohol without recurrence 
of symptoms until the following morning. Since 
sufficient alcohol actually relieves the condition, 
the local effects of alcohol on the stomach may 
not be responsible for this complaint. Gray, on 
the basis of a gastroscopic study of 100 alcoholics, 
concluded that this syndrome is not related to 
gastritis and postulated a central “psychic” origin. 

The alcoholic may suffer of all the symptoms 
attributable to gastrointestinal disease. Particularly 
prominent are abdominal distention, epigastric 
distress, belching, atypical or even typical ulcer 
symptoms, particularly hematemesis. The patho- 
logic basis for these symptoms is similarly diverse. 
Superficial gastritis is found in all alcoholics fol- 
lowing a prolonged drinking bout, and this lesion 
alone may be the source of bleeding. This lesion 
is reversible in a matter of several days. The 
gastritis may be of all degrees of severity, however, 
and associated with erosions or with actual ulcera- 
tions. Lesions at the cardio-esophogeal junction, 
the so-called Mallory-Weiss lacerations, may cause 
profound or fatal hemorrhage. This lesion seems 
to be superimposed on the chronic gastritis of the 
alcoholic patient and follows severe retching. The 
incidence of peptic ulceration of the stomach and 
duodenum is exceptionally high in the alcoholic 
population. 

The excessive ingestion of alcohol and the 
concomitant state of semi-starvation bring about, 
within a few months, an enlargement of the liver, 
due to infiltration with fat. Fatty hepatosis, as this 
is called, is present in the majority of alcoholics 
who require admission to the hospital and is readily 
reversible. If the patient persists in his alcoholic 
and poor dietary habits, alcoholic cirrhosis of the 
liver may be produced. This state, by virtue of 
its serious complications, such as anorexia and 
weight loss, ascites and edema, bleeding esophogeal 
varices and hepatic coma, is of prime medical 
importance. The relative importance of alcohol 
or deficient diet in the etiology of cirrhosis is 
still not settled; most likely these two factors act 
together. 

Alcohol is also an important factor in the 
production of pancreatitis. In its mildest form 
this condition is frequently attributed to acute 
gastritis or it may go unnoticed, unless its 
presence is detected by a transient elevation of the 
serum amylase. Sometimes the patient presents 
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symptoms of a severe intra-abdominal condition, 
characterized by epigastric pain, vomiting and 
rigidity of the upper abdominal muscles. These 
symptoms may so closely simulate those of an 
acute abdominal emergency, particularly perfor- 
ated peptic ulcer, that laparotomy may be required. 
Here the pancreas is tense and edematous, often 
with a serosanguinous exudation of fluid on its 
surface. In the absence of jaundice, surgical inter- 
vention is not indicated in alcoholic pancreatitis, 
and many needless operations could be avoided 
by the routine use of tests of pancreatic dys- 
function. Occasionally an acute hemorrhagic 
necrosis of the pancreas follows the ingestion of a 
large amount of alcohol. Curiously, such a catas- 
trophe may afflict an individual who has had little 
or no previous indulgence in alcohol. A particularly 
troublesome clinical problem is a chronic recurrent 
type of pancreatitis. The fact that alcohol is a 
powerful stimulant of the gastric acidity is prob- 
ably the important factor, since acid is the stimulus 
for the production of secretin, which in turn stimu- 
lates the pancreatic secretions. 

II. Disorders of the Nervous System 

caused by Alcohol 

The neurologic disorders that complicate alco- 
holism can be classified as follows: 

1. Acute intoxication. 

2. The abstinence or withdrawal syndrome. 

3. Nutritional diseases of the nervous system. 

4. Miscellaneous disorders — cerebellar de- 

generation, Marchiafava-Bignami disease. 
Acute Intoxication 

The common symptoms of alcoholic intoxication 
are familiar to everyone. Usually, the patient 
suffering simply from drunkenness presents no 
problem to the physician. Some patients, however, 
become disturbed and combative and others be- 
come stuporous or comatose; these require medical 
attention. 

That alcohol may be an important cause of 
coma is not generally appreciated. In a series of 
eases reported from the Boston City Hospital, for 
example, 59 per cent of all patients admitted in 
coma were suffering from severe alcoholic intoxi- 
cation. This group offers a serious problem in 
differential diagnosis. The diagnosis of alcoholic 
coma is made not merely on the basis of a flushed 
face, stupor, and odor of alcohol, but only after 
careful exclusion of all other causes of coma. 

Usually the disturbed or combative state is 
of short duration and readily managed by the 
judicious use of restraints and sedation. Similarly, 
most cases of alcoholic coma are neither deep nor 
prolonged. On rare occasions the narcosis is pro- 
found, as indicated by loss of pupillary and corneal 
reflexes. Such a state may be fatal and calls for 
the use of respiratory stimulants and the treatment 
of peripheral vascular collapse, if this should 
manifest itself. 


The Abstinence or Withdrawal Syndrome 


Of more serious consequence than the states 
of intoxication are the tremulous, hallucinatory, 
epileptic, delirious states. For reasons which will 
be elaborated later, this variety of alcoholic 
complications may collectively be referred to as 
the abstinence or withdrawal syndrome. Although 
prolonged inebriety is the underlying factor in 
this syndrome, the symptomatology manifests itself 
after a period of relative or absolute abstinence 
from alcohol. Each of these symptom complexes 
may occur quite distinct from the others, and will 
be described as though it occurred in pure form. 
More frequently, however, they occur in various 
combinations; indeed, a single patient may show 
all of the symptomatology enumerated above. 

Alcoholic Tremulousness. Of the _ various 
alcoholic complications comprising the abstinence 
syndrome, by far the most common is a state of 
tremulousness, commonly referred to as “the 
shakes” or “the jitters,” combined with a general 
irritability and gastrointestinal symptoms. The 
prototype of the patients afflicted with these 
symptoms is the spree or periodical drinker, al- 
though the steady drinker is not immune, if for 
some reason alcohol has been withdrawn. 


The factors which compel an alcoholic to resume 
drinking, as well as those responsible for the 
preceding period of abstinence, are unknown. Hav- 
ing embarked on a spree, the patient revokes food, 
work and normal socia! relations, his entire energy 
bent on procuring and consuming alcohol in any 
of its forms. After several days of drinking, he 
begins to suffer of tremulousness, nausea and 
vomiting. These symptoms occur in the morning, 
after the short period of abstinence that occurs 
during sleep. The patient needs to “quiet his 
nerves” by a few drinks; his symptoms are in fact 
relieved by alcohol, only to return the next morn- 
ing with increasing persistence and severity. Just 
how long the human frame will submit to this 
cycle of events is variable. Usually a spree which 
results in admission of the patient to a hospital 
lasts two weeks. The debauch is terminated not 
only because of recurrent tremor and vomiting, 
but for any one of many other reasons such as 
lack of funds, weakness, self-disgust or collapse. 
The symptoms then become greatly augmented, 
usually reaching their peak of intensity within 
24 hours after the complete cessation of drinking. 

At this stage, the patient presents a distinctive 
clinical picture. He is alert and jumpy and startles 
easily. His face is deeply flushed, the conjunc- 
tivae are injected and there is usually a mild 
tachycardia. Anorexia, nausea and retching are 
always in evidence. He may complain of insomnia 
and craves rest and sleep. He is preoccupied with 
his misery, inattentive and disinclined to answer 
questions; or he may respond in a rude or per- 
functory manner. The patient may be mildly dis- 
oriented in time, but shows no significant con- 
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fusion, being generally aware of his surroundings 
and the nature of his illness. 

Generalized tremor is an outstanding feature 
of this illness. Characteristically it fluctuates 
widely, being hardly recognizable when the patient 
is relatively calm, becoming gross and irregular 
upon attempted activity and during periods of 
emotional stress. The tremor may be so violent 
that the patient cannot stand without help, speak 
clearly, or feed himself. Sometimes there is little 
objective evidence of tremor, and the patient com- 
plains only of being “shaky inside.” 

Although the flushed facies, anorexia, tachy- 
cardia and tremor largely subside within a few 
days, the patient does not regain his full composure 
for a much longer time. The overalertness, ten- 
dency to startle easily and the jerkiness of move- 
ment may persist for a week or longer; the curious 
feeling of uneasiness may not leave the patient 
completely for 10 or 14 days, and only at the end 
of this time is the patient able to sleep undisturbed, 
without sedation. An attempt should be made to 
keep the patient in hospital for at least this length 
of time; to discharge him after only a few days 
increases the likelihood that he will turn to 
alcohol to suppress his still-present tenseness and 
sleeplessness. 


Alcoholic Hallucinosis. Symptoms of disordered 
sense perception occur in about one-quarter of. the 
tremulous patients. The patient may complain of 
what he calls “bad dreams.” These are difficult 
states to define; they are described as unnatural, 
nightmarish episodes asociated with disturbed 
sleep, and only with difficulty can they be separ- 
ated from real experience. Sounds and shadows 
may be misinterpreted or familiar objects may be 
distorted and assume unreal forms. Although 
these are not hallucinations in the strict sense of 
the term, they represent the most common forms 
of disordered sense perception in the alcoholic. 
Finally, the patient may also have hallucinations, 
of which visual ones are the most common. There 
is little evidence to support the popular belief that 
certain visual hallucinations are specific to alco- 
holism. The hallucinations may include literally 
every image that is part of the normal visual 
experience. They are more commonly animate 
than inanimate and may comprise various forms 
of human, animal or insect life. They may occur 
singly or in panoramas; they may appear shrunken 
or enlarged; they may be natural in appearance 
or take a distorted and hideous form. 

The phenomenon of auditory hallucinations in 
chronic alcoholics merits separate consideration. 
For many years an alcoholic psychosis has been 
recognized in which vivid auditory hallucinations 
were the major abnormality. Kraepelin referred 
to this as the hallucinatory insanity of drunkards 
or alcoholic mania, and Wernicke as the acute 
hallucinosis of drunkards. This particular malady 
affects only chronic alcoholics. The central feature 


of the illness is the occurrence of auditory hal- 
lucinations in an otherwise clear sensorium—that 
is, the patients are well oriented, not con- 
fused or obtunded, and have an intact memory. 
The hallucinations are almost always vocal in 
nature, although at times there are other pheno- 
mena, such as the sound of running motors, 
buzzing, music, ringing of telephones or dogs bark- 
ing. When the voices can be identified, they are 
usually attributed to the patient’s family, friends 
or neighbors, rarely to God, radio or radar. The 
voices may be directly addressed to the patient, 
or they may discuss him in the third person. In 
the majority of cases the voices are maligning, 
reproachful or threatening in nature, and are dis- 
turbing to the patient; a significant proportion, 
however, are not unpleasant and leave the patient 
undisturbed. The voices are intensely real and 
vivid and they tend to be exteriorized. The 
patient hears voices coming from behind the door, 
from the corridor outside his room, or through the 
wall. Another quality of these hallucinations, as 
of the visual ones, is the appropriateness of the 
patient’s reaction, particularly his emotional re- 
sponse, to the hallucinatory content. He may call 
on the police for protection or barricade and arm 
himself against invaders; even more dramatically 
he may perform suicidal acts in an attempt to avoid 
what the voices threaten. In the rarer instances 
where the hallucinations are of a benign nature, 
the patient’s behaviour will also reflect the 
hallucinatory content. The patient will remain 
undisturbed provided the hallucinations are con- 
cerned with casual items, unrelated or undirected 
to the patient himself. 

The hallucinations may be intermittent or con- 
tinuous. Their duration varies greatly—they may 
be momentary or they may last for days, and in 
exceptional instances for weeks or months. 

Most patients, while actively hallucinating, have 
no appreciation of the unreality of their hallucina- 
tions. A small number, however, may be quite 
aware that their hallucinations are unreal. Insight 
is usually regained concomitant with the cessation 
of the hallucinations, and in a characteristic man- 
ner. As the patient improves, he begins to doubt 
the reality of his hallucinations, is reluctant to 
talk of them, and may even question whether he 
had been sane during the episode. Full recovery 
is characterized by the realization that the voices 
were imaginary, and by the ability to recall with 
remarkable clarity the abnormal thought content 
of the psychotic episode. 

The most distinctive feature of this psychosis 
is the evolution, in a small number of patients, 
of a state of chronic auditory hallucinosis. The 
chronic illness is of two types. In one, the 
characteristics of the more transient form are 
retained, except for the prolonged duration. The 
hallucinations may persist for weeks or months, 
or permanently. In the second type the symp- 
tomatology may be altered. The transition can be 
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recognized after a short period of time, as early 
as one week. The patient becomes quiet and 
resigned, déspite the fact that the hallucinations 
may remain threatening and derogatory. Ideas of 
reference and influence and other poorly systema- 
tized paranoid delusions become prominent. At 
this stage these patients show the characteristic 
symptoms of schizophrenia — illogical thinking, 
vagueness, tangential associations and a dissocia- 
tion of affect and of thought content. There is 
some evidence that repeated attacks of acute 
auditory hallucinosis render the patient more 
vulnerable to this chronic form of the illness. 
Despite the similarities, there are also points 
of difference; in the alcoholic illness the age 
of onset is considerably beyond that of “classic” 
schizophrenia; the past history reveals no evidence 
of schizophrenia or “schizoid” personality traits 
and the symptoms develop in close temporal re- 
lationship to a drinking bout. 

The onset of alcoholic hallucinosis is usually 
related to withdrawal from alcohol following a 
prolonged period of inebriation. In our patients, 80 
per cent had their first hallucinatory experiences 
after the ultimate cessation of drinking; in the 
remainder, the hallucinations first occurred toward 
the end of a spree, usually after the abstinence 
that occurred with sleep. In some of the latter 
patients, the hallucinations subsided with the re- 
sumption of drinking, only to recur with ultimate 
abstinence. 

Alcoholic Epilepsy. The intimate connection 
between alcoholism ahd epilepsy has long been 
appreciated; the term alcoholic epilepsy and “rum 
fits” are usually employed to designate the rela- 
tionship. Unfortunately the term lacks precision 
because of the variety of meanings that have been 
given to it. For example, the term is applied by 
some to patients with idiopathic epilepsy, in whom 
alcohol tends to increase the liability to seizures. 
Lennox, who reviewed the alcoholic histories in 
1,254 adult epileptics, found that contrary to many 
expressed opinions, inordinately heavy drinking 
is of no greater incidence in epileptics than in the 
general population; however, in approximately 
one-half of those who did use alcohol excessively 
there were more severe seizures. 

This term is also used in instances where alco- 
holism and cerebral trauma are combined. In 
patients with post-traumatic epilepsy, the number 
and severity of the seizures may be increased by 
even a short period of drinking. When the patient, 
in the course of his alcoholism, suffers head injur- 
ies, the part played by each in the production of 
epilepsy is often impossible to determine. If in 
this situation the patient suffers focal seizures, 
the case for cerebral trauma is strengthened. One 
must not invoke this explanation too readily, since 
the alcoholic is not immune to various other causes 
of focal seizures such as neoplasm, abscess, neuro- 
syphilis and vascular disease of the brain. 

There is, however, a clinical setting in which 


there exists a close relationship between alcoholism 
and epilepsy and to which the term “rum fits” more 
accurately applies. Patients in this category de- 
velop seizures for the first time after many years 
of excessive drinking. Stated in another way, their 
age of onset takes them out of the category of 
“idiopathic” epilepsy, and places them in a group 
which must be differentiated from other forms of 
symptomatic epilepsy arising for the first time in 
adult life. The seizures may occur singly, more 
often in bursts of two to six and on rare occasions 
the patient may present with status epilepticus. 
The seizures are grand-mal in type —i.e. major 
generalized motor seizures with loss of conscious- 
ness. In patients with focal seizures there is 
usually focal brain disease, in addition to the 
alcoholism. 

The seizures, like tremulousness and hallucina- 
tions, do not occur when the patient is inebriated, 
but are related to ultimate abstinence from alcohol. 
The majority of seizures occur within the first 48 
hours following the cessation of drinking. During 
this time there may be electroencephalographic 
abnormalities characteristic of seizure activity, 
particularly in response to hyperventilation and 
stroboscopic stimulation. In experimental subjects 
addicted to alcohol, this heightened activity has 
been shown to occupy a discrete and brief period 
(17 to 33 hours) following the withdrawal of alco- 
hol. After this period, and in the period between 
drinking bouts, the electroencephalographic pat- 
terns of patients with rum fits are normal. These 
observations would tend to discredit the widely 
held belief that alcohol causes seizures to become 
manifest only in those with “latent epilepsy,” or 
with an “epileptic constitution.” 

The alcoholic complication most closely related 
to epilepsy is typical delirium tremens. In 101 
consecutive patients whom we observed with 
delirium tremens, 30 also had seizures. Even more 
striking than the frequency of their occurrence was 
the observation that the fits always preceded the 
delirium. In the patients affected by both seizures 
and delirium the postictal confusional state may 
blend imperceptibly with the onset of delirium. 
Or there may be a partial clearing of the postictal 
state before the delirium sets in, and in a small 
group of patients the effects of the seizure may 
clear completely, the delirium showing itself from 
within twelve hours to five days following the last 
seizure. 

Delirium Tremens. This is the most dramatic 
and grave of all the alcoholic complications, and 
is characterized by increased psychomotor and 
autonomic activity, disorientation, confusion, dis- 
ordered sense perception and at times a fatal 
outcome. This syndrome, in its fully developed 
form is here designated as “typical delirium 
tremens.” Admittedly it is quite illogical to use 
the word typical for all the symptoms of a disease 
and atypical for part of them. The term has been 
chosen for convenience, and because it is used in 
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this sense in standard textbooks and by most clini- 
cians. The matter of definition is important since 
much of the disagreement regarding the role of 
abstinence and the efficacy of certain forms of 
treatment hinges on a lack of uniformity in the 
use of the term delirium tremens. Defined in 
this manner, typical delirium tremens does indeed 
manifest itself after the withdrawal of alcohol, 
usually between 72 and 96 hours after the last 
drink. 

Delirium tremens develops in a variety of 
settings. The patient, an excessive and steady 
drinker of many years duration may have been 
admitted to the hospital for an unrelated illness, 
accident, operation or infection, and a few days 
later becomes delirious. Or following a prolonged 
spree, he may have already suffered through 
several days of tremulousness, hallucinosis, or 
seizures, and even be recovering from these 
symptoms when he suddenly develops delirium 
tremens. 

The clinical picture is a familiar one. The 
patient is restless and agitated, requiring restraints. 
He is constantly picking at his bedclothes, and 
from time to time is swept over by a wave of 
apprehension and tremulousness. His excessive 
and continuous motor activity is reflected in his 
speech as well, for he carries on one conversation 
after another, much of what he says being garbled 
and unintelligible. Autonomic overactivity is 
manifested by dilated pupils, tachycardia, and an 
elevated temperature attributable occasionally to 
no cause other than the delirium. Drenching 
sweats may result in severe dehydration. 

Mentally too, the patient presents a panorama 
of colorful symptoms. He is not only disoriented 
in place and time, but is profoundly confused as 
to his immediate bodily environment—not know- 
ing for instance whether he is indoors or on the 
street, whether he is standing up or lying down, 
what clothing he has next to his body, or the 
position of his limbs in space. He misidentifies 
the people around him; the common objects in his 
environment are misinterpreted and incorporated 
into a constantly changing delusional scheme. 
Thus the bedclothes at which he is picking become 
dollar bills that he is attempting to force into 
imaginary trouser pockets; or a random word from 
across the room becomes the focal point for a con- 
versation with his brother. No questioning is 
required to elucidate hallucinations and illusions— 
they are vividly acted in the examiner’s presence. 
Furthermore, seemingly frenzied and unintelligible 
motor activities are really appropriate reactions 
to his false perceptions and beliefs. Especially 
characteristic are the turning of the head to one 
side or another to engage in conversation: shouting 
demands and warnings to relatives and fellow 
workers; recoiling from the path of onrushing 
automobiles or other sources of potential danger. 
The disorder in sense perception and interpretation 
may be further illustrated by the patient’s ready 


response to suggestion; he can, fur example, be 
provoked to go through the elaborate motions of 
opening and drinking down a bottle of beer or 
lighting up a cigar, merely by suggestively hand- 
ing him such imaginary objects. 

More intricate mental testing is largely pre- 
cluded by the patient’s greatly diminished attentive 
power. At times it is virtually irm:possible to dis- 
tract him from a persistent preoccupation with 
some abnormal activity or thought process. Yet 
despite his seeming preoccupation, he is distrac- 
ted by the slightest stimulus in his environment. 
Usually these stimuli make but a momentary im- 
pression; occasionally, as indicated, an extraneous 
stimulus becomes the focal point for a new ab- 
normal thought process from which once more it 
is difficult to gain the patient’s attention. How- 
ever, if one can gain his attention for but a brief 
period, there are momentary flashes of clear 
insight and accurate response; also he may re- 
call material that he was asked to remember 
at a previous examination, and which left him 
seemingly unimpressed at that time. These cb- 
servations would indicate that the confusion is 
largely due to a sensorial defect, i.e., inattention 
and inaccurate interpretation of sensory exper- 
iences; the other aspects of intellectual function, 
particularly the memory of newly formed im- 
pressions, are relatively intact. 

The symptoms of delirium tremens are, of 
course, not always as florid or intense as one might 
gather from the preceding description. In fact, 
they may show a marked degree of variation. In 
its mildest form the delirium is superficial, inter- 
rupted by long periods of lucidity and insight and 
shorn of the motor and autonomic overactivity. In 
these instances it may be provoked only at night 
or shortly after awakening, or by a febrile 
illness, or by an unfamiliar or rapidly changing 
environment. 

In the majority of cases delirium tremens is 
benign and shortlived, ending as abruptly as it 
begins. Consumed by the relentless activity and 
wakefulness of several days duration, the patient 
falls into a deep sleep; he awakens lucid, quiet, 
hungry and exhausted, with virtually no memory 
for the events of the delirious period. Less com- 
monly the delirious state subsides gradually; more 
rarely still there may be one or more relapses, 
several discrete episodes of delirium being separa- 
ted by lucidity, the entire process lasting for as 
little as several days or as long as four or five 
weeks. The recurrent type presents the most con- 
fusing picture of all, for the delirious periods may 
be of varying severity and duration, and the lucid 
intervals of varying completeness. Where the 
delirium presents as a single episode, the course 
is less than 72 hours in over 80 per cent of the 
cases. 

On the other hand, delirium tremens is lethal 
in about 15 per cent of cases. In the majority of 
the fatal cases there is an associated infectious 
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illness or injury, a notoriously grave combination. 
In some patients, the fatal outcome is not under- 
stood even after postmortem examinations. Even 
patients without complicating illnesses may de- 
velop hyperthermia; others, peripheral circulatory 
collapse. In some death comes so suddenly that 
the terminal events cannot be discerned. 

Closely related to typical delirium tremens 
and about as common are the atypical delirious- 
hallucinatory states. These are bizarre variations 
in which one facet of the delirium tremens complex 
assumes prominence to the practical exclusion of 
the other symptoms. The patient may simply 
exhibit a transient state of quiet confusion, agita- 
tion, peculiar behaviour, or he may become violent 
and disturbed. Another remarkable group of 
patients presents a vivid delusioned state, the 
abnormal behaviour being consistent with their 
false beliefs. The patient will relate a loosely 
connected and fantastic tale of fighting pitched 
battles, participation in the Indian Wars or bank 
robberies, or the like, although he may be well 
oriented, and later have a good memory for the 
related events. In still other patients several of 
these symptoms may be combined, so that at this 
end of the scale these states blend imperceptibly 
with fully developed delirium tremens. The atypi- 
cal delirious-hallucinatory states are like typical 
delirium tremens in several ways—a similar inter- 
val of time separates their onset from cessation of 
drinking, and the duration of both illnesses is much 
the same. Unlike typical delirium tremens, how- 
ever, they always present as a single circumscribed 
episode without recurrences, are only rarely pre- 
ceded by epilepsy, and do not end fatally. This 
may be another way of saying that we are dealing 
with a partial or less severe form of the disease. 

Pathological examination is singularly un- 
revealing in the tremulous-hallucinatory-epileptic- 
delirious states. Edema and brain swelling have 
been absent in our pathological material, nor have 
there been any significant microscopic changes in 
the brain. Estimations of the blood sugar, non- 
protein nitrogen, carbon dioxide, sodium, chloride 
and potassium disclose no characteristic abnormali- 
ties. The same is true of the spinal fluid. The 
electro-encephalographic findings have been dis- 
cussed in relation to alcoholic epilepsy. 

Etiology and the Role of Abstinence. Although 
inebriety underlies all of the illnesses included ‘in 
this group, the mechanism by which alcohol pro- 
duces its effects has been a matter of debate. That 
alcohol exerts a direct toxic effect would seem 
unlikely, since it nullifies symptoms such as nausea 
and vomiting, tremor and hallucinosis; in fact, 
delirium tremens or the states of tremulousness 
and hallucinosis may subside in an ordinary man- 
ner while the patient is being fed a pint of whiskey 
daily. As has been indicated in the preceding 
descriptions, there exists a relation between the 
onset of the tremulous-hallucinatory-epileptic-de- 
lirious states and the relative or absolute with- 


drawal of alcohol. Aside from morning tremor 
and nausea, one can recognize three components 
of the abstinence syndrome—1) tremulousness 
and hallucinations, 2) convulsive seizures, and 
3) typical delirium tremens. The mildest degree 
of this syndrome — tremor and nausea — may 
arise after only a few days of drinking and 
after a relatively short period of abstinence. These 
symptoms may be controlled by re-establishing the 
blood alcohol level. The most severe form of 
this syndrome —delirium tremens—requires a 
background of months or years of inebriation 
and becomes manifest only after several days of 
abstinence. Any given patient may show one or 
all of the symptoms of abstinence, but in the latter 
instance they become manifest in a predictable 
sequence — first tremulousness, then seizures and 
hallucinosis, and finally delirium tremens. 

This view finds its strongest support in the 
experimental observations made at the Addiction 
Research Center, Lexington, Kentucky. In these 
studies, human volunteers were addicted over long 
periods of time either to barbiturates or alcohol. 
On withdrawal of the drugs, these subjects quickly 
lost their symptoms of intoxication, and these 
symptoms were replaced by tremor, hallucinations, 
seizures and delirium in this particular sequence. 

A number of other theories have been suggested 
as causally important in this group of illnesses. A 
specific adrenal deficiency has been postulated. 
In our experience cortical extract and ACTH have 
not altered the course of recovery in these patients 
in any way that could not be accounted for by 
the natural history of the disease; these observa- 
tions would not allow the conclusion that there 
is an acute or constitutional deficiency in these 
substances. Nor can other constitutional, trau- 
matic and infectious factors be regarded as more 
than predisposing causes. Nutritional deficiency 
has been invoked to explain these illnesses since 
so many alcoholics eat poorly. Almost certainly, 
however, nutritional factors are not of primary 
importance here—delirium tremens and its vari- 
ants may develop in patients taking a normal diet, 
and as a corollary, these illnesses may subside 
uneventfully even though the patient receives no 
nutrients. 

Nutritional Diseases of the Nervous System 


Nutritional diseases of the nervous system 
comprise a relatively small but serious group of 
illnesses in chronic alcoholics. In contrast to the 
abstinence syndrome, the role of alcohol is purely 
secondary, the nutritional disorders resulting from 
the peculiar dietary habits engendered by alcohol. 
These illnesses, and the role of alcohol in their 
production is a topic in itself and has been con- 
sidered in detail in previous issues of this journal. 

Miscellaneous Disorders 

Alcoholic Cerebellar Degeneration. This term 
is applied to a non-familial type of cerebellar 
ataxia which occurs in adult life against a back- 
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ground of prolonged ingestion of alcohol. The 
symptoms may progress slowly over a long period, 
but more frequently they evolve in a subacute 
fashion in a matter of several months, after which 
they remain stationary for many years. The signs 
are those of cerebellar dysfunction, affecting stance 
and gait predominantly. The legs are always in- 
volved, the arms much less frequently; nystagmus 
and cerebellar speech disorders are decidedly rare. 
Once established, the cerebellar signs do not 
change, although improvement of gait may result 
from cessation of drinking and from recovery of 
a complicating polyneuropathy. Pathologic studies 
are meager and do not allow a distinction between 
this disease and the sporadic parenchymatous 
cerebellar degeneration of non-alcoholics. That a 
relationship between alcohol and cerebellar de- 
generation exists cannot be doubted, but the man- 
ner in which alcohol or an associated nutritional 
deficiency produces its effects, is not known. 


Marchiafava-Bignami Disease. (Primary De- 
generation of the Corpus Callosum). This is a rare 
complication of alcoholism occurring mainly but 
not exclusively in Italian males addicted to crude 
red wine. The symptomatology is a diverse one 
and includes psychic and emotional disorders, deli- 
rium and intellectual decay, convulsive seizures, 
varying degrees of tremor, rigidity and paralysis 
and ultimately coma. The duration is variable, 
from several months to years. The pathologic 
picture is more constant than the clinical one. 
It consists of symmetrically placed areas of de- 
myelination in the corpus callosum, particularly 
the middle lamina, and less consistently of the 
anterior commissure and other parts of the white 
matter. Axis cylinders are relatively well pre- 
served in these areas, and evidence of gliosis and 
inflammation is lacking. The relative importance 
of alcohol, nutritional deficiency or other factors 
in the etiology of this disease have not been 
defined. 

The Management of the Alcoholic Patient 

The management of the various gastrointestinal 
complications of alcoholism are outside the scope 
of this discussion. The management of alcoholic 
intoxication is a simple problem. The disturbed 
and combative state requires the use of restraints 
and usually of parenteral sedatives — sodium 
luminal 300 mg. by hypo, or sodium amytal 500 
mg. intramuscularly, repeated in 30 or 40 minutes 
if necessary. If the patient can be induced to 
take medication by mouth, then paraldehyde in 
doses of 10-12 ml. in orange juice should be given. 
This drug may also be administered rectally, but 
should never be given intramuscularly. The intra- 
muscular deposition of paraldehyde has a marked 
tendency to damage adjacent nerves, and the 
intravenous administration carries the danger of 
respiratory paralysis. 

As a rule, alcoholic stupor is also of short and 
self-limited duration. On rare occasions, narcosis 


is profound, as indicated by a loss of pupillary 
and corneal reflexes. Such cases may have a fatal 
outcome, and call for the use of respiratory stimu- 
lants and the treatment of peripheral vascular 
collapse if this should manifest itself. In delirium 
tremens the first objectives are to quiet the patient 
and protect him against injury. A private nurse, 
an attendant, or a member of the family should 
be with the patient at all times, if this can be 
arranged. Depending on how active and confused 
the patient is, various types of restraint must be 
employed. If extremely active and vigorous, a 
locked room, screened windows that cannot be 
opened by the patient, and a low bed or mattress 
on the floor should be arranged. It is often better 
to let the patient walk about the room than to tie 
him into bed; this may excite or frighten him so 
that he struggles to the point of complete ex- 
haustion and collapse. If less active, the patient 
can usually be kept in bed by wrist restraints, a 
restraining sheet, or a net thrown over the bed. 
Unless contraindicated by the primary disease, the 
patient should be permitted to sit up or walk about 
the room part of the day. 

Ail the drugs that could possibly be responsible 
for delirium — particularly opiates, barbiturates, 
bromides, atropine, hyoscine, cortisone, adreno- 
corticotropic hormone (ACTH), and salicylates in 
large doses—should be discontinued. Paraldehyde 
and chloral hydrate are the only sedatives that can 
be trusted under these circumstances. Paralde- 
hyde, which is preferred, may be given orally or 
rectally in doses of 10 to 12 ml. For oral admini- 
stration mixing it with fruit juices makes it more 
palatable, though alcoholic patients will take it in 
any form and seem to enjoy it. One must be 
cautious in attempting to suppress the agitation 
completely. To accomplish this may require the 
use of very large doses of drugs, and vital func- 
tions may be dangerously impaired. The purpose 
of sedation is to assure rest and sleep so that the 
patient does not exhaust himself. Continuous 
warm baths or warm packs are also effective in 
quieting the delirious patient, but very few 
general hospitals have proper facilities for this 
valuable method of treatment. 

A fluid intake and output chart should be kept, 
and any fluid and electrolyte deficit should be 
corrected. The pulse and blood pressure should 
be recorded at intervals of two hours in anticipa- 
tion of circulatory collapse, which is sometimes 
the cause of death, particularly in delirium 
tremens. In the event of circulatory collapse, 
transfusions of whole blood and vasopressor drugs 
may be life-saving. 

Finally, the physician should be aware of many 
small therapeutic measures which may allay fear 
and suspicion and reduce the tendency to hal- 
lucinations. The room should be kept well lighted, 
and if possible the patient should not be moved 
from one room to another. Every procedure should 
be explained in detail, even such simple ones as 
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the taking of blood pressure or temperature. The 
presence of a member of the family may be a 
means of enabling the patient to maintain contact 
with reality. 

It may be some consolation and also a source 
of professional satisfaction to remember that most 
delirious patients tend to recover if placed in good 
hygienic surroundings, and competently nursed. 
The family should be reassured on this point. They 
must also understand that the abnormal behaviour 
and irrational actions of the patient are not willful 
but rather are symptomatic of a brain disease. 

A few remarks should also be made about 
alcoholic habituation. This presents quite a 
different and often a more difficult problem in 
management than the medical or neurologic ill- 
nesses associated with alcoholism. The patient may 
not have any disease that requires admission to a 
hospital but may nevertheless be seriously disabled 
in his marital, social and economic life. 

The only satisfactory solution to this problem 
is complete abstinence from all alcohol. This is 
extremely difficult to accomplish, and even the 
most experienced physicians and psychiatrists 
often fail to help the patient overcome his addic- 
tion. The following points seem to be of funda- 
mental importance: Firstly, the patient must ac- 
cept the fact that because of some peculiarity in 
his makeup he is incapable of drinking in modera- 
tion, that he cannot simply cut down on his alco- 
holic intake, but that he must avoid liquor entirely. 
Also, the patient himself must have a genuine 
desire to overcome his drinking habit. If he is 
forced against his will to consult a physician and 
is not convinced that alcohol offers a problem, it 
is usually impossible to modify his alcoholic 
tendency. The only way to make such an indi- 
vidual discontinue drinking is to commit him to a 
psychiatric hospital for several weeks or months 
and hope that, as his health improves, he will 
gain insight and will later accept psychiatric 
therapy. 

If the patient realizes that his drinking habit 
is beyond his control and that he needs help, the 
chances of cure are excellent. Indeed, under these 
circumstances, many individuals stop drinking of 
their own volition. However, some of these 
patients despite the best of intentions will abandon 
the therapeutic program under certain circum- 
stances. Their will to overcome the alcoholic ten- 
dency may be bolstered by a number of methods 
such as the conditioned-reflex technic, the use of 
Antabuse, psychotherapy, and the participation in 
social organizations for combating alcoholism. 

The conditioned-reflex technic consists of giv- 
ing the patient a dose of emetine or apomorphine, 


followed by a dose of alcohol. The resultant 
nausea, and vomiting become associated in the 
patient’s mind with the imbibition of alcohol and 
supposedly create an aversion for the beverage. 
The use of disulfiram (Antabuse tetraethylthiuram 
disulfide) has been widely publicized in recent 
years. The principle upon which this treatment 
is based has been mentioned in the introductory 
part of this chapter. In first using the drug the 
patient is given a tablet containing 15 mg. per 
kg. body weight followed by a drink of alcohol. 
The proper dosage is adjusted to the point at which 
a test drink of 6 cc. of absolute alcohol causes a 
feeling of warmth, shortness of breath or palpita- 
tion, redness of the face, or a mild tachycardia. 
Once the proper dose is established, it is ad- 
ministered daily, and the patient is warned of the 
severe reactions which may result if he drinks 
while he has the drug in his body. Under these 
circumstances the drug may cause serious and 
even fatal hypotension; it should never be used 
in patients with cardiac or liver disease. Treat- 
ment with disulfiram and the conditioned-reflex 
technic are usually carried out in special clinics 
or institutions, and at best can only be regarded 
as useful adjuncts in therapy. 

There are many conflicting theories of alco- 
holic addiction, and subsequently no standard form 
of psychotherapy. An understandable formulation 
of the problem is that the alcoholic tendency is 
symptomatic of a personal weakness which is in 
the nature of a lack of satisfaction in family 
and social life, and to conquer it, satisfactory 
constitutive activities must be found. Supportive 
treatment should be directed toward improving 
general nutrition and health and the development 
of new spheres of activity and interest. Alcoholics 
Anonymous, an informal fellowship of former 
alcoholics, has been particularly successful in help- 
ing patients who are sincerely willing to stop 
drinking. Perhaps the physician may best fulfill 
his duty by getting the patient to recognize the 
desirability of abstinence and by inducing him to 
accept outside help of the sort offered by Alcoholics 
Anonymous. 
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for certain disorders of menstruation and pregnancy BY 4 0 J T b 
TRULY EFFECTIVE PROGESTATIONAL THERAPY 


(norethindrone, Parke-Davis) 


oral progestogen Now, with small oral doses of this new and dis- 
with tinctive progestogen, you can produce the 


clinical effects of injected progesterone. In 
unexcelled potency amenorrheic women for example, “As little as 
50 mg. of [NORLUTIN] administered in divided 
doses over a five-day period was sufficient to 
unsurpassed efficacy induce withdrawal bleeding.”! 


CASE SUMMARY? 
Amenorrhea of 4 years’ duration in a 


24-year-old married woman. A course of 10 mg. 
NORLUTIN twice daily for 5 days was followed 
after 3 days by menses lasting about 5 days. 
Since no spontaneous menstruation occurred 
during the following 35 days, she was given 
another course of treatment with NORLUTIN, 
10 mg. twice daily for 5 days. This was followed 
by menses. 

When this patient was given ethisterone, 40 mg. 
twice daily for 5 days, no bleeding had ensued 
when she was seen 41 days later. 


and 


INDICATIONS FOR NORLUTIN: Conditions involving 
deficiency of progestogen such as primary and second- 
ary amenorrhea, menstrual irregularity, functional 
uterine bleeding, endocrine infertility, habitual abor- 
tion, threatened abortion, premenstrual tension, and 
dysmenorrhea. 

pacKkaGineas 5-mg. scored tablets (C. T. No. 882), 
bottles of 30. 
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Obstetrics At Cook County Hospital 


Robert E. Helgason 
Glenboro, Manitoba 

As recipient of the award for post-graduate 
education to rural general practitioners I chose 
to attend the two week course in General and 
Operative Obstetrics at the Cook County Graduate 
School of Medicine in Chicago. The teaching staff 
for the course was excellent and stressed the 
practical as well as the scientific aspect of obstet- 
rics. During the two weeks they endeavored to 
bring us up to date on all the common obstetrical 
problems and emergencies that one encounters in 
every day practise. In addition they taught us 
new techniques and skills in diagnosis, manage- 
ment and treatment. The course was divided into 
lectures, demonstrations and actual cases. 

In discussing the course I will divide it into 
three main sections — prenatal care, management 
of labor and postnatal care. In their methods of 
management and treatment one must remember 
the large number of cases handled, the serious 
overcrowding of the hospital and the conditions of 
the patients. 

For the year 1957 Cook County Hospital expects 
to confine from 15,000 to 18,000 babies at approxi- 
mately the rate of 50 babies per day. The wards 
and case rooms were open to the post-graduate 
students twenty-four hours a day, so that with any 
luck and stamina one could practically see the 
obstetrics text book pass in review during the 
course. It was not unusual to view about ten 
births almost in sequence and to pass thirty to forty 
mothers in labor, side by side, in one of the wide 
halls which serve as temporary labor rooms due 
to the extremely overcrowded conditions. Ninety 
percent of the patients were colored people, many 
of whom were poorly nourished, anaemic and 
fearful. 

Prenatal clinics are held five days a week in a 
separate building from the hospital. The regular 
Cook County patients receive what we consider 
adequate prenatal care. Some patients receive 
prenatal care at charity clinics in Chicago and 
vicinity, but a large proportion have no care. One 
morning a week is devoted to dystocia clinics 
where all mothers with contracted pelves, previous 
difficult labors, previous cesareans etc., are brought 
for careful consideration by the staff men and 
residents. They also endeavor to have patients 
from outside clinics come to the Cook County clinic 
about one month before term for assessment. 

In borderline or contracted pelves they attach 
a certain amount of importance to the diagonal 
and true conjugates, the bi-spinous diameter and 
the bi-ischial diameter. In measuring the outlet 
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in doubtful cases they use the Thom’s pelvimeter. 
This instrument, which has a bar of 9% cms., 
placed as far forward between the pubic rami, as 
it will fit, enables one to measure the functional 
posterior sagittal plane. According to Thom’s 
modification of Klein”s rule, the functional pos- 
terior sagittal combined with bi-ischial diameter 
should equal more than 15 cms. Vaginal examin- 
ations are performed wherever indicated during 
the last month of pregnancy and in the early stages 
of labor. Fara, on a large series of cases, claims 
that the morbidity rate, when vaginal examinations 
were done in labor, was no greater than in rectal 
examinations. He found it had numerous advan- 
tages as well as eliminated a considerable number 
of errors. However, vaginal examinations have 
not become routine except in cases where difficulty 
is expected. They use the Hillis manoeuver as an 
aid in borderline pelves to determine whether a 
trial of labor should be allowed. X-ray pelvimetry 
is used only on questionable cases and is considered 
in conjunction with their other findings. 

In following the progress of pregnancy they use 
the McDonald method of measuring the height of 
the fundus. This method was adopted because it 
was easy to perform at home, office or hospital. 
Every staff man and interne carries a tape measure 
in his pocket. They consider 35 cms. as full term 
and all cases where the fundus rises higher than 
38 cms. are carefully checked for multiple preg- 
nancy, abnormal foetus, polyhydramnios, dystocia, 
ete. 

One of the staff men remarked that the women 
in labor at Cook County Hospital are in general the 
most frightened in the world, and one is inclined 
to agree with him. For sedation in labor the 
routine was Phenergan 50 mgms. and Demeral 50 
to 100 mgms. intramuscularly. In a precipitate 
labor or an emergency the Demeral was given 
intravenously. In place of Phenergan a few used 
one of the tranquilizers, notably Sparine and 
Atarax. No gas or general anaesthetic is used 
during labor or at delivery. 

Immediately a patient is admitted she is 
examined, and it is made certain that she is in 
labor. After the examination, in normal labors, an 
intravenous of 1,000 ccs. of 5% glucose in distilled 
water or saline containing 10 minims of Pitocin 
is started. The main exceptions are previous 
Cesareans, severe toxaemias and cases where con- 
striction rings are felt. The rate of flow is carefully 
adjusted by the interne according to the strength 
and frequency of uterine contractions. The patients 
receive neither solids nor liquids by mouth once 
labor is established. This is routine so that 
Caesareans or any operative interference can be 
carried out safely at any time from an anaesthetic 
viewpoint. 
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Rectal examinations are carried out regularly 
and the results are expressed in centimeters. To 
train the nurses and internes in becoming more 
accurate in estimating the dilation of the cervix 
they have placed a board on the ward with open- 
ings expressed in centimeters. Ten centimeters 
was considered to be a fully dilated cervix. When- 
ever any doubt existed as to progress and position, 
a vaginal examination was carried out using sterile 
gloves. 

We had several lectures from Dr. Fields on the 
physiology of labor. He stresses the fact that clini- 
cal evaluation of the lower uterine segment has 
been overlooked. Before physiological labor can 
proceed there must be formation of the lower 
uterine segment and then effacement of the cervix. 
Sometimes this formation of the lower segment 
and cervical effacement is quite painful, but is 
not true labor, and one should not be misled by 
these preparatory contractions. True labor, then, 
is the progressive dilatation of the cervix. His 
definition of a trial of labor is a minimum of 18 
hours and a maximum of 30 hours of true labor. 
He defines a test of labor as two hours in the second 
stage, that is after the cervix is fully dilated and 
retracted. 

Because of the shortage of case rooms the 
mothers are not brought into the delivery room 
until shortly before the expected time of confine- 
ment. Every patient has a pudental nerve block 
usually by Kobach’s transvaginal method. Briefly, 
this is performed using a 6 inch 20 gauge needle 
to inject 15 ccs. of a 1% procaine Hcl solution con- 
taining Wydase and Epinephrine above and be- 
hind each Ischial spine along the course of the 
pudental nerve. The technique is described fully 
in the May, 1956, issue of the American Journal 
of Obstetrics and Gynaecology. The addition of 
the hyaluronidase appears to shorten the interval 
between the nerve block and resultant anaesthesia, 
as well as to allow a better spread of the anaes- 
thesia with no distension of the tissues in the 
operative field. The resultant anaesthesia covers 
the lower vagina, vulva, perineum and anus. They 
consider the pudental nerve block is adequate for 
low forceps and most cases of mid forceps. The 
bearing down pain appears to be relieved in most 
cases. 

Episiotomy is routine in every case, and they 
do them before there is any stretching of the 
perineum to avoid damage to the muscles of the 
pelvic floor. They also tend to make their episi- 
otomies larger and more adequate. In their repair 
they insert three layers of sutures—muscle, fascia 
and skin and do a careful job of reconstruction of 
the fourchette. 

Their indications for low forceps are about the 
same as used here. Any case requiring high for- 
ceps has a Cesarean and for difficult mid forceps 
many prefer to do a section. They feel that a 
difficult mid forceps can be more dangerous to 
mother and baby than a Cesarean. We had 


several lectures on the indications, applications 
and use of forceps. One point they stressed was 
never to be too proud to do a Cesarean after an 
unsuccessful attempt with forceps. 

The Cesarean rate at Cook County Hospital 
runs about 3.5 per hundred births and this is 
considered to be too low. They are very reluctant 
to section primiparas and require a consultation 
of at least two staff men before this can be carried 
out. The cervical transperitoneal section is their 
operation of choice and is performed in most cases 
under local anaesthesia with intravenous demeral 
given just before the peritoneum is opened and 
again after the baby is delivered. In their Cesarean 
hysterectomys they always do a total. 

Fourteen percent of all the babies born at Cook 
County are premature. This high rate is due to 
the large percentage of colored patients, the poor 
economic status and the poor nutritional state of 
many of their mothers. The Chicago Health De- 
partment considers any baby under 5% Ibs. as 
premature and requires that physicians report the 
birth of these babies within two hours of confine- 
ment. The Department then sends a health officer 
to see that the premature is receiving proper 
nursing and medical attention. All prematures 
are sent to a special ward after birth. The ones 
that develop infection are moved into a septic ward 
where each incubator is on separate technique. 
They prefer Isolette incubators and maintain the 
temperature from 85 to 90 degrees for 1 to 2 weeks 
then gradually drop from 75 to 80 degrees. Oxygen 
is regulated at 30% by use of Oxygen Analyzers 
and is never allowed to go over 40%. These babies 
are not fed anything for 24 to 72 hours depending 
on their condition. Then two hourly alternate 
feedings of water and special breast milk or 
enzylac milk are started. The special breast milk 
is prepared by adding 4 tablespoons of protolysate 
powder and % teaspoon of baking soda to 32 ozs. 
of breast milk which has been boiled for 10 min- 
utes. The Enzylac milk is prepared by the addition 
of a pancreatic enzyme to fresh whole milk just 
prior to pasteurization. For babies under 3% lbs. 
the schedule starts at 2 ccs. and they are fed by 
medicine droppers through 4 ccs. then continued 
on gavage feedings from 6 ccs. On the third day 
water soluble vitamins are added and on the fifth 
day oral drops of iron. Every baby who develops 
pneumonia is presumed to have Staphylococci 
pneumonia until proved otherwise and is treated 
with Erythromycin or Chloromycetin. 

No mechanical resuscitators are used in asphyxia 
neonatorum cases because of the delay and un- 
certainty of how much oxygen is entering the 
tracheal tree. All internes and staff men are very 
adept at inserting DeLee’s tracheal catheter with- 
out the aid of a laryngoscope. After insertion of 
the catheter the tracheal tree is aspirated and 
oxygen is puffed in through the catheter. For 
respiratory depression due to narcotics Nalline 
% cc. or Lorfan is given into the umbilical vein. 
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Some advise Caffeine intramuscularly later if re- 
quired. Every baby who requires resuscitation 
receives prophylactic antibiotics. 

After the baby is born the mother is kept in 
@ recovery room for one hour where the remainder 
of her intravenous pitocin is allowed to run in. 
Ergotrate is given in the case room immediately 
after the baby is born, and then discontinued 
unless indicated. For pain and discomfort the 
mothers receive A.P.C. tablets, but if it is severe 
Codeine is added. They are made ambulant about 
eight hours after birth. No abdominal binders are 
used, so that one is able to check the uterus easily 
and frequently. Breast binders have also been 
discarded. In preparation for nursing the breasts 
are scrubbed with green soap, and a sterile towel 
is pinned under her vest. Exercises are started on 
the third day and continued for 3 months. The 
mothers are discharged on the third or fourth day 
because of the overcrowded conditions but this is 
not the ideal situation as far as the staff men are 
concerned. 

Abortions form a large percentage of their 
admissions. The routine on every inevitable or 
incomplete abortion includes a pelvic examination, 


Antibiotic Sensitivity Tests* 


J. C. Wilt, M.D.** 
and 
G. Tushingham, A.I.M.L.T. 

Procedures to determine the antibiotic 
susceptibility of microorganisms were devised 
shortly after the introduction of penicillin into 
clinical use. The performance of these tests has 
become progressively more complex with the 
development of many new antibiotics, each with 
its own spectrum of activity. It is impractical and 
unnecessary to carry out tests with all antibiotics 
on each specimen, as some antibiotics do not have 
a general application. Two series of antibiotics 
may be used. On the day that the specimen is 
received, tests may be set up against one series of 
commonly used antibiotics including those effect- 
ive against Gram positive and Gram negative 
organisms. Such a series could include penicillin, 
streptomycin, chlortetracycline, chloramphenicol, 
oxytetracycline, tetracycline and erythromycin. 
On the following morning readings are made; if 
all antibiotics are ineffective, a second series may 
be used. These are usually set up according to 
special indications; if the specimen is taken from 
the skin and a topical agent is applicable, neomy- 
cin bacitracin, and Furacin are set up. If a 
ted at the Clinical Luncheon, Winnipeg General 


*Presen 
Hospital, on February 21, 1957. 
**Bacteriologist, Winnipeg General University 


ent of Bacteriology and Immun 
of Manitoba. 


Bacteriology 


inspection of the cervix and removal of any tissue 
protruding from the cervix. They do curettages 
very early on all their abortions of 14 weeks or 
less. If the pregnancy is over this time they try 
to empty the uterus as well as possible medically 
and then do their curettage. Septic cases are 
treated with large loses of Penicillin, and, if there 
is no response, one of the broad spectrum anti- 
biotics is used. Most of their curettages are done 
in a small operating room on the ward and are 
performed under nembutal, morphine and scopala- 
mine. If the cervix is firm or contracted down, a 
paracervical nerve block is done using 1% procaine 
with Epinephrine and Wydase. 

I have just discussed a few of the methods and 
teachings currently used in obstetrics at Cook 
County Hospital which I found interesting and 
which I hope will be of interest to other General 
Practitioners. The knowledge I gained will help 
me to deal with my obstetrical problems in rural 
practice. In closing I wish to express my apprecia- 
tion to the Winnipeg Clinic Research Institute who 
made this grant available and also to the Manitoba 
Chapter of General Practice of Canada for choosing 
me as the recipient this year. 


resistant staphylococcus is the offending organism, 
novobiocin, oleoandomycin and spiramycin are set 
up; Proteus sp. or Pseudomonas aeruginosa (pyo- 
cyaneus) would indicate the use of polymyxin. If 
yeast is recovered, the efficacy of Mycostatin may 
be tested. If none of these antibiotics are effective, 
tube sensitivity tests may be carried out to de- 
termine more precisely the degree of resistance of 
the organism. This system is only one of a number 
of possible arrangements; any system should not 
remain static and must be altered to meet with the 
constantly changing picture of antibiotic response 
of some bacteria and to utilize new antibiotics that 
are regularly being introduced. 
Indications for the Use of the Tests 

Antibiotic sensitivity tests are not necessary for 
the most efficient treatment of some infections. This 
unfortunately results in tests being carried out on 
only refractory or recurrent infections following 
a therapeutic trial with one or more antibiotics; 
under these conditions the etiologic agent of the 
disease may be difficult tc recover. An improve- 
ment in the situation could be made if certain 
infections were cultured prior to therapy. These 
would include infections produced by bacteria with 
a varying degree of susceptibility to antibiotics, 
such as, Micrococcus pyogenes (staphylococci), 
Streptococcus fecalis, Streptococcus viridans, Aero- 
bacter aerogenes, Mycobacterium tuberculosis, 
Escherichia coli (coliform bacilli), Proteus sp., and 
Pseudomonas aeruginosa (pyocyaneus). A second 
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group of microorganisms including Diplococcus 
pneumoniae (pneumococci), Neisseria intra- 
cellularis (meningococci), Neisseria gonorrhea 
(gonococci), Group A streptococci, Salmonellae sp., 
Shigella sp., and Hemophilus influenzae (hemophilic 
organisms), are usually susceptible to one or 
more antibiotics. A third group of microorganisms, 
although usually susceptible to one or more anti- 
biotics, frequently produces an infection which is 
refractory or recurrent due to the intracellular 
position of the organisms; this group includes 
Brucella abortus, Salmonella typhosa, and the 
Rickettsiae. Antibiotic sensitivity tests are of real 
value in the first group since the sensitivity of 
these organisms varies greatly and since these 
organisms occur much more commonly than those 
in the second and third groups. 
Accuracy of Antibiotic Sensitivity Tests 

The accuracy of methods for determining the 
susceptibility of microorganisms to antibiotics has 
been questioned frequently. Accuracy may be 
taken to mean the ability to reproduce the same 
result with the same constituents of the test in the 
laboratory; this is a technical problem. On the 
other hand, accuracy may mean the final degree 
of correlation between the in vitro report and 
the in vivo respcnse; this is the ultimate test of 
accuracy insofar as the clinician is concerned. A 
number of studies have been carried out to de- 
termine this degree of correlation; most find 
agreement in approximately 85% of cases. The 
lack of correlation in the remaining 15% is related 
to the different environmental conditions in the 
host and on the blood agar plate. The in vitro 
relationship of a drug to a microorganism is not 
as complex as the relationship in the body; a 
number of technical factors influence the result, 
but these, in properly conducted tests should re- 
main constant. Among the factors influencing the 
test on the agar plate is the sensitivity of the 
microorganism, the concentration of the organism, 
the concentration and stability of the antibiotic, 
binding of the antibiotic by the medium, length of 
incubation of the test, diffusibility of the antibiotic 
in or on the medium, and the metabolic activity of 
the organism. The factors having a bearing on 
the effectiveness of the drug on the microorganism 
in the body are more numerous, more difficult to 
appreciate and for the most part impossible to 
control. They may be represented as having a 
triangular arrangement with the drug-microorgan- 
ism relationship at one corner of the triangle, at 
another the drug-host, and at the third corner of 
the triangle, the host-organism factors. Conditions 
that influence the outcome of the drug - micro- 
organism relationship include the sensitivity of the 
bacteria in the body, concentration of the antibiotic 
in the diseased area, duration of therapy, develop- 
ment of resistance by the organisms, diffusibility 
of antibiotic and metabolic activity of the organ- 
ism. The influence of the drug-host relationship 
on the ultimate effectiveness of the antibiotic 


includes the rate of excretion of the antibiotic, 
amount of binding of antibiotic to the serum, re- 
placement of normal flora of the body with 
resistant flora during therapy, and the occasional 
occurrence of untoward effects, such as, renal 
disease or a blood dyscrasia. The influence of 
the host-organism relationship includes immunity, 
which has a deleterious effect on the microorgan- 
ism; hypersensitivity develops in some hosts to 
some bacteria with an undesirable effect on the 
host; the basic nature of the disease has an 
influence in that microorganisms which produce 
necrotic foci, fibrosed abscesses or which become 
intracellular are at least partially inaccessible to 
antibiotics. 

Many of the conditions having a bearing on 
the drug-organism relationship in the body are 
uncontrollable and therefore produce an unavoid- 
able discrepancy between the in vitro report and 
the in vivo response. Improvement in this cor- 
relation from the practical point of view can be 
made on the one hand by having a good, well- 
controlled technique in the laboratory and on 
the other hand by more careful collection of 
specimens, enabling the laboratory to isolate the 
etiologic agent of the disease. The technique of 
collection is important insofar as a sputum speci- 
men is concerned, but is equally important for 
other material. The lack of recovery of an organ- 
ism means only that sensitivity tests cannot be 
carried out, whereas the recovery of the wrong 
agent (usually a contaminant) which is not the 
causative organism of the disease results in the 
return of a misleading report to the physician. 
Interpretation of the Results of the Tests 

In the interpretation of the reports, one must 
first decide whether the organism isolated is the 
pathogen. In some cases this is not difficult; for 
example, blood, spinal fluid and internal viscera 
are normally sterile and an organism isolated from 
these areas is usually pathogenic. Bacteriology 
reports on sputum and similar material however 
are more complex since sputum from normal per- 
sons contains many different organisms, some of 
which are potentially pathogenic. It is necessary 
therefore to select the pathogen from a series of 
microorganisms listed in a report on a sputum 
sample; Corynebacterium sp. (diphtheroids), 
Streptococcus viridans, and Neisseria sp. are 
non-pathogens, while the Group A Streptococci, 
Diplococcus pneumonia (pneumococci) and Micro- 
coccus pyogenes (staphylococci) represent the more 
common potential pathogens isolated from the 
sputum of patients with chest infections Hemo- 
philus influenzae (hemophilic organisms), Kleb- 
siella pneumoniae (Friedlander’s bacillus), and 
Escherichia coli (coliform bacilli) are also occasion- 
ally associated with pulmonary infections. Not 
infrequently a combination of potential pathogens 
is recovered. 

Some information may be derived from the 
report to aid in the selection of the pathogen and 
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therefore the appropriate antibiotic; the report on 
the stained film should be noted to determine 
whether pus cells are present and which type of 
organism is predominant. This should be correlated 
with the culture report which should also give 
some indication as to which organism is the most 
numerous on the primary plating medium. If two 
potential pathogens are reported, the one present 
in the greatest concentration should be regarded 
as the more significant one. If however, one of 
the antibiotics listed is effective against both 
potential pathogens, then that antibiotic should 
be used in preference, or in addition to the anti- 
biotic most effective against the pathogen present 
in greatest concentration. The determination of a 
pathogen is not always easy. The laboratory can 
fairly readily differentiate non-pathogens (com- 
mensals) from potential pathogens. The isolation 
of a potential pathogen from a patient does not 
however imply that it is necessarily pathogenic 
in that particular patient. Clostridium perfringens 
(B. welchi) for example is a very serious potential 
pathogen but the recovery of this microorganism 
from a wound does not differentiate between 
wound contamination and wound infection, in 
other words it does not establish the diagnosis of 
gas gangrene; gas gangrene is a clinical diagnosis. 
The implications involved so clearly here, apply 
equally well to many other infections; the final 
interpretation depends on the correlation of the 
laboratory report with the patient’s illness. 
Preparation of Sensitivity Discs 

Greenberg in a recent article in the Canadian 
Medical Association Journal has reported his in- 
vestigations with a variety of commercially avail- 
able antibiotic sensitivity discs and has found an 
appreciable discrepancy between the concentration 
of antibiotic recoverable from the disc and that 
which the manufacturer claimed to be present. 
At the Winnipeg General Hospital sensitivity discs 
have been “home-made” for some time, but the 
technique has recently been revised to make it 
more efficient and more accurate The first step 


in the process, which is the cutting and counting 
of discs has been greatly facilitated by the use 
of an apparatus designed and manufactured by 
Mr. N. NeLeod, Chief Engineer of the Winnipeg 
General Hospital (see Figure 1) The discs are 
distributed to bottles in lots of 100; different colors 
are used for each antibiotic. A definite volume of 
a predetermined concentration of an antibiotic is 
added to each bottle of discs which is then sub- 
jected to a freeze-drying process, after which they 
may be stored at 4°C. for at least one month with 
no significant deterioration. A control test is set 
up each day with all antibiotics against a standard 
microorganism having a high degree of antibiotic 
susceptibility; any deterioration in antibiotic con- 
centration can be readily detected in this way. 


Conclusions 

Antibiotic sensitivity tests have been discussed 
from the point of view of methods, accuracy, indi- 
cations for use, and interpretation of results. An 
apparatus for a more efficient preparation of discs 
is illustrated. 


Bibliography 
1. Greenbe: L., Fitzpatrick, K. M. and Branch 
"Antibiotic Dise in Canada.” C.M.A.J., 76 
2. gy J.: “Bacterial and Mycotic Infections of 
Man.” J. R. Lippincott and Co., 1 1953. 


: 
4 


November, 1957] The Manitoba Medical Review 617 
Neurology 
—a Ea 
Head Injuries in Traffic Accidents coincident cervical spine fracture dislocation must 
Dwight Parki MD. always be anticipated. 


Traffic accidents now rank in third place, 
surpassed only by cardiovascular disease and 
malignancy as a cause of death in our North 
American continent. In this sordid and morbid 
competition head injuries play the outstanding 
role in the traffic accidents as cause of death. 
Nearly every traffic accident fatality is either 
caused by or complicated by head injuries. 

The most important single feature in the im- 
mediate treatment of a head injury is an accurate 
observation of the conscious state of the patient, 
the ability to move his extremities, and the pupil- 
lary size. It is of utmost value to the people 
handling the subsequent care to know whether or 
not the patient was immediately unconscious and 
then regained consciousness. 

As far as transportation is concerned head 
injuries travel exceedingly well by any forms of 
conveyance. It must always be remembered how- 
ever that shock and air-way obstruction take 
precedence over any other lesion at that time. 


The definitive treatment of a head injury again 
is primarily observation. Once the head injury 
is in a place where any eventuality may be handled 
the patient is merely observed with all precautions 
taken to keep an air-way open. The indications 
for surgical intervention for the most part are 
clear-cut and the indications for avoiding surgical 
intervention are usually equally clear-cut. Few 
cases are in a hazy border-line between these 
two where the indications are somewhat obscure. 
Elaboration on these points is not appropriate in 
a discussion of traffic injuries. One cannot over- 
emphasize the value of keeping a free air-way. 
Tracheotomy should be performed early in any 
questionable case. If one waits until the patient 
is cyanotic, it is too late. Tracheotomy is indicated 
far more frequently than is surgical opening of 
the head. 

In general the patient who looks the worst at 
the scene of an accident has the least serious 
damage as far as his head is concerned. Small 
cuts about the head and face produce severe 
bleeding and usually no brain damage. The scalp 
lacerations should always be closed immediately 
if facilities are available. Buried sutures should 
never be used. These wounds invariably heal 
well due to the very excellent blood supply. 

Skull films should be taken as soon as the 
patient is out of shock looking particularly for 
evidence of depressed fractures, for the position 
of the pineal gland, and for fracture lines crossing 
the major meningeal vessels. The possibility of 


*From Panel Discussion at the Refresher Course, Winni- 
peg, Man., April 11, 1957. 


Along with the increasing facilities for head 
injuries which our civilization offers there is in- 
creasing insurance and compensation coverage for 
these injuries. The doctor thus finds himself in- 
creasingly in a dual role, that of repairing the 
damage and evaluating the residual. For the most 
part head injuries either die or make a complete 
recovery. The patient left with an obvious cranial 
nerve palsy or hemiplegia offers no great problem 
in evaluation. It is the patient with subjective 
symptoms and no objective findings that is the 
most puzzling. Interestingly enough most of these 
symptoms are the same from patient to patient 
irrespective of the nature of their head injury. 
They complain usually of headache, dizziness, 
spots before the eyes, trouble concentrating, and 
weak feeling. Invariably they are at a great loss 
to elaborate on any of these. Dizziness in par- 
ticular means something different to almost every 
patient who comes in. Quite frequently it means 
nothing more than a perfectly normal change in 
sensation which one experiences when arising 
from a sitting to a standing, or a squatting to a 
standing position. One is markedly impressed by 
the disappearance of all these symptoms once the 
claim is settled with finality. Anyone handling 
a large casualty turnover cannot help but be im- 
pressed with the lack of symptomatology among 
the very severe head injuries that occur at the 
patient’s own responsibility. 

The possibility of missing a subdural hematoma 
is real, but not very great. When it arises such 
a possibility can be very definitely proven or 
disproven. The possibility of late sequellae is 
exceedingly rare. Post-traumatic epilepsy is a 
complication in a very small percentage of head 
injuries and usually only in those who have had 
a subdural hematoma, a penetrating wound, or 
severe brain laceration. In evaluating any of these 
cases with complaints which are measurable by 
no clinical means one can only relate them to 
the known severity of the injury and the known 
sequellae in other comparable cases. 

Two particular features which are often over- 
looked are loss of vision in one eye and/or loss of 
smell. Comparatively trivial injuries may result 
in either one or both of these deficits and they 
are very likely to be permanent. Consequently 
no head injury should leave the hospital without 
having these features tested. Usually the conscious 
patient will notice the loss of smell in that his 
food does not taste normal. The monocular loss of 
vision may not be noted by the patient unless 
specifically tested. 

In evaluating any progressive changes following 
a head injury, such as memory loss and/or 
personality changes one must always take into 


57 

ing 

use 
by 

eg 

are 

ors 

of 
is 

1b- 

ley 

ith 

set 

rd 

tic 
ed 

li- 

in 

cs 

3): 

of 


618 The Manitoba Medical Review 


[November, 1957 


consideration the age of the patient and the pos- 
sibility that these changes were going to take 
place with or without the accident. 

The question of lumbar puncture has been 
asked. The best answer is that lumbar puncture 
should be used whenever it is felt that it will give 
some information not otherwise available which 
would alter the course of treatment. In general 
this will be found a rather rare occasion. As far 
as treatment is concerned lumbar puncture is of 
very questionable value. Reducing the intra- 
cranial pressure following hemorrhage may actual- 
ly be quite dangerous as it allows the brain to 
settle towards the rigid openings and strangulate. 
This phenomenon is called coning or herniating. 
It can occur at either the foramen magnum or 
the tentorial notch. One can never be criticized 
for doing a diagnostic lumbar puncture when the 
nature of the case seems in doubt. 

The question is asked concerning the use of 
morphine. In general it is best not to give any 


form of sedation in an uncomplicated head injury. 
If other conditions demand the use of morphine, 
then of course it must be given. 

The question is asked regarding the use of 
dehydrating intravenous fluids. It is again of very 
questionable value to introduce hypertonic fluids 
intravenously. It is far better to withold intra- 
venous fluids than it is to give them and then try 
to draw them back out of the tissues. Nature has 
its own protection against excessive fluids in a 
head injury, and this protection is manifest by 
vomiting. Most uncomplicated head injuries are 
treated best by giving them nothing by mouth or 
vein unless in shock, or unless the patient is 
conscious and asking for food or fluid. The patient 
who remains unconscious more than 12 hours 
should be fed by gastric feeding tube giving a 
blended ward diet. This is the best safeguard 
against overhydrating the patient. It is also the 
best safeguard against getting into serious electro- 
lyte imbalance with a comatose patient. 


Automobile Accidents 
W. B. MacKinnon, M.D., F.R.C.S. (C)* 


1. Care of fractures at the scene of the accident: 

At the scene of the accident, wherever possible, 
the principle laid down by the American College 
of Surgeons, of “splint them where they lie,” should 
be applied. It will obviously be necessary in many 
instances to contravene this principle, particularly 
during Manitoba winters, where protection from 
the elements may take precedence over the splint- 
ing of individual fractures. As well, one must 
consider to some degree the traffic conditions on 
a busy street, where one accident may predispose 
to others. The general principle should be to 
gently realign obvious fractures, and for the upper 
extremity to apply a sling or bandage encircling 
the chest in such a way as to use the trunk as a 
splint for the arm. Suspected fractures of the 
vertebral column should be handled with great 
care and should be transported in a neutral position. 
There is no indication for “face down” transporta- 
tion of these fractures. One cannot assume that 
all fractures of the vertebral column are of the 
flexion type. Some may be due to extension strain 
and many of the most serious to rotational strains 
—all should be transported in a neutral anatomical 
position with no effort to impose any particular 
position on the patient. 

Fractures of the lower extremity from the hip 
to the lower leg, can best be fitted with a Thomas’ 
splint if the circumstances permit, or alternatively, 
the gentle straightening of the limb and the appli- 
cation of encircling bandages to splint the injured 
limb to the uninjured limb. The application of a 
padded board to the outer aspect of the limb is a 


anel Discussion at the Refresher Course, Winni- 
peg, Man. , April 11, 1957. 


reasonable adjunct —this has been known as a 
long Liston’s splint. In unfavorable weather con- 
ditions, it is probably better to emphasize gentle 
handling of the patient, placing traction on the 
affected limb and getting him into an ambulance 
and having him transported with pillows or sand- 
bags arranged to overcome excesses of movement. 


The transportation of accidents would be facili- 
tated by the replacement of Police and R.C.M.P. 
ears, by station wagons, which would permit more 
rapid transportation of these cases, alleviating the 
necessity of waiting for ambulances. From isola- 
ted areas more consideration should also be given 
to Air evacuation for those cases requiring this 
service—in the opinion of the attending physician. 

The evidence of blood loss in many instances 
of major fractures, particularly of multiple frac- 
tures, is very surprising. One is inclined to 
underestimate the significance of hemorrhage in 
a single fracture of the femur, but yet up to a 
thousand c.c.’s can be lost into a fracture of the 
femur, and in severe fractures of the pelvis, the 
loss may exceed this very considerably. There is 
a general impression that the rough handling of 
multiple fractures may have a significant effect 
upon the incidence of shock and fat embolism. 

The evacuation system of a city, for accidents, 
should be given serious consideration. Should 
one consider the possibility of hospital-based 
ambulances, staffed with a nurse and interne? 
While this might be the most ideal situation, it is 
probable that the incidence of street accidents 
is not so great as to warrant this method of 
evacuation. 

It would also be evident that the interne would 
necessarily have other duties in the hospital, and, 
would therefore not be as readily available as 
might be desired for the evacuation of casualties. 
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(2) Care in the Casualty Ward: 

On arrival in the casualty, the first step should 
be a rapid assessment of the injuries of the indi- 
vidual. These should be done first by a thorough 
but rapid physical examination to assess the likely 
injuries; and there is no necessity for immediately 
sending these people to the X-Ray department. 
It is essential first to assess the necessity for shock 
treatment and to institute it immediately. At the 
Birmington Accident Hospital in England, it is 
the rule that blood can be running in three minutes, 
following arrival. 

Before the patient is transported to the X-Ray 
department the shock should be under control, and 
if necessary additional moving should be with 
blood and Dextran running. I have been im- 
pressed with the use of Dextran, which can be 
immediately available, but it is necessary to first 
take a sample of blood for matching for subsequent 
use, because the Dextran will upset the blood 
matching. It is a certainty that there is no excuse 
for transporting patients without adequate splin- 
tage once they have reached the hospital. Thomas’ 
splints, Gutter splints, or some adequate method 
of splinting should be applied as soon as the 
general assessment of the patient has been made. 

Antitetanic serums should not be given until 
the condition of shock is controlled —or at least 
until the blood pressure has returned to a reason- 
able level, because of the danger of an anaphylatic 
reaction occurring in these patients. In the event 
that Winnipeg is organized into a greater Metro- 
politan area, I believe that the evacuation areas 
should be zoned, so that patients can be taken 
to the closest available equipped hospital. In 
many instances accident cases are taken past 
well-equipped hospitals and have to endure an 
unnecessarily long evacuation trip to hospital. The 
question of having an emergency or accident 
hospital centrally placed, well-equipped and well- 
staffed to handle accident cases, is worthy of 
consideration. The organization of such institu- 
tions has been well tried in large centres. It is 
my impression that at the present time Winnipeg 
is not sufficiently large to warrant the institution 
of this type of hospital. However, it is a question 
that might be worth examining in some detail. 
(3) The use of A.T.S. in compound fractures: 

Tetanus infection continues to occur in the 
Province of Manitcba, and according to information 
obtained from the Department of Health — there 
were 4 cases of tetanus and 1 death in 1956. In 
1954 there were 2 cases. In 1953 there were 2 
cases. In 1952—4 cases and 2 deaths. In 1951—1 
case. In 1950 there were 2 cases. In 1949 there 
were 3 cases and 1 death. In 1948 there were 6 
eases with 3 deaths. In 1947 there were 5 cases 
and 3 deaths, and in 1946 1 case and 1 death. Since 
the Department of Public Health has instituted 
immunization, adding tetanus-toxoid to various 
inoculations given to children, it is anticipated 
that there will be a lessening of the incidence of 


tetanus infection. At the present time the Depart- 
ment recommends that tetanus-toxoid be given as 
well as antitoxin in accident cases. In the con- 
fusion of the accident, it is often difficult to 
ascertain with any certainty whether the patient 
has been immunized. If there is definite evidence 
of immunization, it is most reasonable to give only 
a booster dose of tetanus-toxoid. 

There are various injuries which are character- 
istic of traffic injuries affecting the spine and the 
extremities. The “whip-lash” injury is one of 
significance, in which the patient is sitting in a 
car which is rammed from the rear. This results 
in an indentation in the automobile, followed by 
an elastic recoil, and this effects the individual 
in this way—usually there is a snapping back of 
the neck into hyperextension, followed by sharp 
flexion and the neck then returns to the neutral 
position. This may be associated with fracture 
but is usually a ligamentous injury exclusively. 
Paraplegic injuries have usually been in my 
experience from automobiles which have been 
forcibly rolled over a number of times, resulting 
in rotational strain which tends to fracture the 
posterior elements of the vertebrae. 

The individual driver in the automobile in the 
event of a head-on collision is to some degree 
protected by the steering-wheel — if the post holds 
against the shock, his hands will then protect his 
body to some degree, and injuries may be confined 
to the chest when the power of his arms is over- 
come, or when the seat is shoved forward so as 
to wedge him between the steering-wheel and the 
seat. The individual sitting beside the driver is 
traditionally in the worst position possible, and it 
is too frequently the mother of the family who 
sits in this position, and without any protection is 
hurled forward against the windshield or through 
it. If she does not leave the car she may strike 
violently against the dashboard and severe fatal 
injuries to the head and chest not infrequently 
occur. Individuals in the back seat tend to get 
fractures of the lower extremity which may be 
severe—are often femoral and occasionally tibial 
fractures. A side-swipe fracture of the elbow 
which is of very serious local consequence is 
well-known to occur to the individual with the 
elbow out the window. This may often be the 
driver. 

The pedestrian struck by the automobile is 
subject to three injuries in particular—one is the 
bumper-type fracture of the upper end of the 
tibia, and in the child this is often femoral due to 
the shorter stature. The pelvis is fractured as the 
result of the individual having been hurled some 
distance, and the cranium also suffers from direct 
contact with the pavement in the same way. The 
association of tibial-plateau fractures, fracture of 
the pelvis and head injury, is well established. 

Automobile accidents are so much a hazard of 
modern living, that medical students and internes 
should have more instructions in the overall man- 
agement of these cases. 
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Sir Charles Sherrington 
I. Maclaren Thompson 
B.Sc., M.B., Ch.B. (Edin.), F.R.S.C., F.R.S.E. 


Professor of Anatomy and Chairman of the Department 
University of Manitoba 


Introduction 

Charles Scott Sherrington was born in London 
on November 27, 1857. In this issue of the Manitoba 
Medical Review we honour the centenary of his 
birth. He died on March 4, 1952, aged ninety-four. 

To the editor’s surprising request for an article 
on Sherrington I demurred, saying: “How could 
an anatomist comment acceptably upon so sublime 
a physiologist?” But I was reminded that for many 
years through my lectures on the anatomy of the 
nervous system have strode three great historical 
figures: Hughlings Jackson, Cajal and Sherring- 
ton. Probably nowhere do anatomy and physiology 
join hands so readily as in the nervous system. 
Avoiding the attempt to assess Sherrington’s con- 
tributions to physiology, it may perhaps not be 
without interest to see what aspects of this great 
physiological personality attract a non-physiologist. 

Biographical Outline 

Sherrington graduated in Medicine at Cam- 
bridge in 1885, and worked in pathology for a 
few years, mostly in Europe. About 1887 he was 
appointed lecturer in physiology at St. Thomas’s 
Hospital; and in 1891 he succeeded Sir Victor 
Horsley as superintendent of the Brown Institute 
for Advanced Physiological and Pathological Re- 
search. From 1895 to 1913 he was Holt Professor 
of physiology at Liverpool, and from 1913 to 1936 
Waynflete Professor of physiology at Oxford. 
He enjoyed some sixteen years of active and 
happy retirement, in spite of advancing age and 
arthritis. Honours ordinary and extraordinary 
were showered upon him. I can think of no actual 
life and scientific career that approach nearer to 
the ideal. ; 

Researches and Discoveries 

Though these are the foundation of Sherrington’s 
greatness, I can but mention them. 

When Sherrington was a student at Cambridge, 
the professor of physiology was the influential 
Sir Michael Foster; two other members of that 
department were W. H. Gaskell and J. N. Langley, 
both famous for their discoveries in connection 
with the autonomic system (a term introduced by 
Langley). Sherrington’s response to this stimu- 
lating environment led to the publication of his 
first paper in 1884, while he was still a medical 
student in his twenties. It was a joint paper with 
Langley, under the arresting title “On sections of 
the right half of the medulla oblongata and of the 
spinal cord of the dog which was exhibited by 
Professor Goltz at the International Medical Con- 
gress of 1881.” This was the beginning. It was 
followed by some two hundred publications, many 


Medical History 


of them classics of physiological literature and 
thought; some were joint with his pupils. 

Early in his career Sherrington studied the 
bacteriology and pathology of cholera, and the 
changes in the blood in the presence of localized 
inflammation. Years later he investigated the 
effects of chloroform. 

The following impressive list refers to re- 
searches on the nervous system: the physiology 
of the “synapse” (a term introduced by him); 
physiological anatomy of spinal nerve roots, in- 
cluding the segmental innervation of muscles, and 
the mapping of dermatomes; the sensory nature of 
muscle-spindles and tendon-spindles, and the pro- 
prioceptive fibres in muscular nerves, including 
the eye-muscle nerves; myotatic reflexes, lengthen- 
ing and shortening reactions; motor units; the 
final common pathway; reciprocal innervation of 
antagonistic muscles, including the eye muscles; 
spinal reflexes, their anatomical basis and their 
coordination; recruitment, summation and facilita- 
tion; central excitatory and inhibitory states; 
ascending and descending tract degenerations fol- 
lowing experimental lesions of the spinal nerve 
roots and of the cerebral cortex; decerebrate rig- 
idity; muscle tonus; and magnificent experimental 
analyses of the cortical motor areas in monkeys 
and apes. Nil tetigit quod non ornavit. 

All this brilliant research has thrown a flood 
of light on such matters as the nature of the knee 
jerk and other tendon-jerks, spinal shock, tabes 
dorsalis, hemiplegia, and paraplegia; it has raised 
the sights of neurologists in general. 

Scientific Books 

Like Harvey and like Darwin, Sherrington is 
famous above all else for one book, though he 
wrote others. Corresponding, in some ways, to 
Darwin’s “Origin of Species” is Sherrington’s “The 
Integrative Action of the Nervous System.” Just 
as the study of biology was revolutionized in 1859, 
so the study of the nervous system has never been 
the same since 1906. The book embodies the 
Silliman Lectures delivered at Yale University in 
1904. It summarizes his neurological researches 
and thinking to that date; it has suggested and 
stimulated half a century of neurology all over 
the world, and the end is not yet. 

To a non-physiologist the book makes difficult 
reading, partly because of Sherrington’s peculiar 
style of writing, partly because of his profound 
thinking. Here is his own statement of the main 
thesis of the book: “In the multicellular animal, 
especially for those higher reactions which consti- 
tute its behaviour as a social unit in the natural 
economy, it is nervous reaction which par excel- 
lence integrates it, welds it together from its 
components, and constitutes it from a mere col- 
lection of organs an animal individual.” Even 
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this relatively simple sentence illustrates the two 
characteristics just mentioned. To read today this 
book written half a century ago, and experience 
its freshness and stimulating power, is a fascinating 
experience indeed. 

A quarter of a century having elapsed, two 
sequels to “The Integrative Action” appeared, one 
dealing with the spinal cord, the other with the 
brain. In 1932 Sherrington was co-author, with 
several pupils, of “Reflex Activity of the Spinal 
Cord,” bringing that subject up to date. The next 
year Sherrington delivered the Rede Lecture at 
Cambridge; it was published separately under the 
title “The Brain and its Mechanism”—an entranc- 
ing discussion in the Sherringtonian style. 

So deep and original a thinker could not fail 
to become a scientific philosopher, especially in 
his retirement. The invitation to give the Gifford 
Lectures at the University of Edinburgh in 1937-38 
afforded him the stimulus and the opportunity to 
bring his philosophical interests to full fruition. 
He put his Gifford Lectures into book form under 
the title “Man on His Nature” (1940). Even those 
four simple words are, together, characteristically 
Sherringtonian. The book has the same freshness 
(though written by one in his eighties), profundity 
and fascination as its predecessor of 1906, but its 
scope and influence are very much wider. It is a 
book to be read. Sherrington’s very last publica- 
tion was a revised edition of “Man on His Nature,” 
published in 1951, in connection with his ninety- 
fourth birthday! 

In this book we find Sherrington deeply en- 
grossed in the personality and intellectual struggles 
of an early sixteenth century French physician, 
Jean Fernel. Though Fernel appears on many 
pages of “Man on His Nature,” Sherrington evi- 
dently felt that he had not yet done justice to his 
mediaeval friend. His chance came in the form of 
an invitation to deliver a Thomas Vicary Lecture 
at the Royal College of Surgeons of England. This 
developed into a book entitled “The Endeavour 
of Jean Fernel” (1946). Here Sherrington, now 
eighty-nine, reveals a richness of historical scholar- 
ship that a professional historian might envy. 

Sherrington and Goethe 

But Sherrington had another hero, very dif- 
ferent from Fernel—none other than the poet, 
Goethe. In 1942 he was asked to give the Philip 
Maurice Deneke Lecture at Lady Margaret Hall, 
Oxford; this was published under the title “Goethe 
on Nature and on Science.” In 1949, the bicen- 
tenary of the poet’s birth, Sherrington published 
“Goethe, an Appreciation” in the British Medical 
Journal. 

Why was Sherrington so interested in Goethe? 
Seemingly because, like the German, the English- 
man was both scientist and poet. In 1925 Sher- 
rington published a little volume of poems under 
the title “The Assaying of Brabantius and Other 
Verse.” Here is what Adrian wrote (Nature, April 
26, 1952): “His shorter poems reveal the qualities 


which make him so well loved. They will no doubt 
become the material for future dissertations in the 
literary schools, for they contain real treasures in 
a little room, furnished in a style no longer in 
fashion but made acceptable by the care which 
has gone to the furnishing.” The characteristics 
of Sherrington’s verse are perceptible in the oft- 
quoted lines, tributary to his beloved Oxford. 

The night is fallen and still thou speakst to me, 

What though with one voice sole, with accents 


many, 
Tongued turret and tongued stream, tracked 
pasture fenny, 

And cloister spirit trod, and centuried tree. 

Sherrington and Goethe seem a strange pair. 
Each was both poet and scientist, but in reversed 
proportions, so to say. Goethe was, of course, a 
famous littérateur, but a dilettante scientist; even 
without the music of Gounod, Berlioz and Boito, 
“Faust” will remain immortal when Goethe’s views 
on the skull and on light will scarcely interest even 
historians of science. In contrast, Sherrington was 
an Olympian scientist but a minor poet; “The Inte- 
grative Action of the Nervous System” will be to 
“Brabantius” as “Faustus” is to “Zur Morphologie.” 

Sherrington and Canada 

Not having known Sherrington, I refrain from 
commenting on his personality; splendid tributes 
will be found in the writings listed at the end of 
this sketch. However, I must quote the following, 
written by Graham Brown (Brit. Med. Jour., Nov. 
22, 1947), for its double interest, Sherringtonian 
and Canadian. 

“Chance talk would reveal what (but only at 
first) seemed to be Sherrington’s surprising 
interests outside his own sphere — the Roman 
Wall, the Dutch masters of painting, Gothic 
architecture, old books and out-of-the-way by- 
paths of literature, the history of mechanical 
inventions, poetry (with strong preferences— 
Keats for one, and Tennyson, when the latter 
was still under a cloud in Bloomsbury), the 
Darwinian theory of evolution, the aesthetic 
movement of the 1880’s, Canada, and all things 
youthful and adventurous. These in their 
turn would disclose unsuspected capacities for 
feeling, and depth of feeling, as did Sherring- 
ton’s own occasional verses ... In such matters 
Sherrington for long kept himself to his inti- 
mate circle of friends except for the rare event 
of such verses as those in which he wrote of 
Canada in 1911, and the later poems in which 
he was moved by the first world war.” 
“Canada, and all things youthful and adventur- 

ous ... Canada in 1911.” What do we know of this? 
For my own part, all too little. Sherrington was 
vice-president of the British Medical Association 
at its Toronto meeting in 1906. He delivered the 
Inaugural Address at the opening of the Biological 
Building at McGill University in 1922; this was 
the only occasion on which I saw and heard him. 
In June 1927 he was again in Toronto, delivering 
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the second Listerian Oration before the Canadian 
Medical Association (Can. Med. Assoc. Jour., 17: 
1255). 

The same Journal for 1929 (20:65) contains an 
interesting letter, describing life in Upper Canada, 
from Dr. B. Aldren, written at Guelph, Ontario 
on June 4, 1837, to “Mr. C. B. Rose, Surgeon, etc., 
Swaffham, Norfolk.” The letter is annotated by 
none other than Sherrington, who adds some 
“Remarks,” chiefly referring to the recipient of 
the letter. 

There is more here than meets the eye. The 
letter was published “through the kind offices of 
Professor Frederick R. Miller of the University of 
Western Ontario,” who did some fine research with 
Sherrington, and evidently caused the old letter 
to be sent to Sherrington before publication. Why? 
Because he must have known of the relationship 
between Rose and Sherrington. Although Sher- 
rington’s “Remarks” constitute a miniature bio- 
graphical tribute to Mr. Rose, he characteristically 
refrains from revealing that this “Surgeon, etc.” 
was none other than his own step-father, who 
brought him up, aroused his first interest in Nature, 
and enjoyed his gratitude and affection. 

Thinking of Sherrington and Canada reminds 
us of those six years, 1913-19, when Osler and 
Sherrington were colleagues at Oxford, where, 


notwithstanding their very different backgrounds, 
both could so abundantly cultivate their interests 
in historical scholarship. How happy those years 
should have been. But alas! during most of that 
period, 1914-18, each man was overwhelmed by 
wartime distractions and anxiety about his own 
son. Sherrington’s boy came back; Osler’s did not. 
Conclusion 

I cannot conclude this centenary tribute better 
than with a fine passage from the pen of Adrian 
(Nature, April 26, 1952): 

“Without his poetry and philosophy, Sher- 
rington’s scientific work would have lost much 
that made it so illuminating, and without his 
experience of scientific discovery his insight 
into the patterns of mediaeval thought could 
never have gone so deep. He could not have 
realized so clearly the problems which faced 
Fernel in the sixteenth century if he had not 
himself faced the problems of Nature and found 
a twentieth century solution.” 
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Medical Travelogue 


Impressions 
J. N. Briggs, Winnipeg Clinic 


It was 30° above at Prestwick and 5.20 G.M.T. 
—a cool welcome, including the customs officer 
who threatened one with duty on some small gifts, 
but as he could not. find the articles listed in his 
civil servant’s manual, relented. 

Glasgow was cold, damp and dirty, but on 
that day the Scots were excited and triumphant, 
having defeated Yugoslavia 2-0 in the Soccer 
International. 

Edinburgh was just as cold and made one’s 
teeth chatter. However, the charm of the Pent- 
lands, Arthur’s Seat, Holyrood and the Royal Mile 
rising up to Rock and Castle were unchanged. So 
were the tea shops in Princes Street! The Depart- 
ment of Paediatrics was located in a small, cobbled 
street where its occupants were found to be in the 
last throes of removal. Despite this, the Professor 
found time to waste the best part of his busy day 
on a mere stranger. The Simpson Memorial 
Hospital was reached via the backyard of the 
Department. In all the wards the Sisters almost 
clicked to attention and then unbended to offer 
one coffee! A diminutive H.P. was introduced on 
her way from doing a replacement transfusion and 
the Chief proudly announced that this interne had 
herself been a 900 gm. premature at birth. Her 
full term colleague stood head and shoulders 


above her. Across the meadows, the Royal Sick 
Children’s Hospital was reached. Here very little 
change was seen save for a new strip of linoleum 
and a new room or two. Across the road again 
to the new department. This was no new edifice, 
but two solid Victorian Houses knocked together. 
Hardly the finest professional accommodation, but 
after a wait of eight years this in itself was an 
achievement, for while the Health Service is will- 
ing to spend money on redecorating and altering, 
it cannot afford rebuilding in the centres since its 
effort is directed at the periphery. Hence this re- 
converted building was the only practical method 
by which the new department could be achieved. 
One, however, was left with a sad feeling for a 
great University where there is now actual diffi- 
culty in attracting staff in Arts and Sciences 
because an equalization of university incomes 
throughout the country and the rise in general 
cost of living makes it impractical for a family 
man to uproot his home and move for cudos alone. 
As for the students, their difficulties are gradually 
increasing in the cost of food, living and lodging 
accommodation. 

The Viscount takes 1 hour and 30 minutes to 
London airport and the coach into the City 1 hour. 
However, on its new route this is a sightseeing 
tour in itself, arriving via Hyde Park Corner, 
Buckingham Palace, Westminster Bridge to Water- 
loo. London was colder than Edinburgh. Great 
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Ormond Street was unchanged; a good deal of 
work was going on, especially in the Pathological 
Department. No success was had in contacting a 
Winnipeg interne who was able to be asleep at 
9.00 a.m.! In London, as in Glasgow and Edin- 
burgh, there were a surprising number of new cars 
on the streets, but their number was to dwindle 
rapidly as they were still in the pre-gasoline 
shortage. A few days later, one could cross 
Piccadilly with ease. 

Dublin is now 1 hour and 10 minutes from 
London and arriving over Bray Head emphasized 
the title, Emerald Isle, for beneath was a beautiful 
patchwork of greens and browns, while the sun 


shone and the birds sang. Dublin moved in its ~ 


leisurely manner with O’Connel Street unchanged 
and Nelson and Parnell standing as before. Irish 
food is still the best in the world and no Texas 
steak can compete with this Gaelic grown protein. 
Alas, any obvious evidence of paediatric research 
was not apparent. Temporary huts are the present 
accommodation for the neonates of the Rotunda 
District and of the 60 beds, 15 were cases of 
diarrhoea. The wards of the Rotunda showed no 
evidence of change or renovation. 

Belfast’s greeting was so inclement that even 
Manchester was not too bad. The Paediatric De- 
partment here operates in two St. Mary’s Hospi- 
tals—one of these being the Maternity Hospital 
and in this centre a good deal of interest is being 
shown in rare conditions such as Cystinosis, Renal 
Rickets, Galactosemia; while, needless to say, in 
Adult Medicine the interest in Kidney diseases and 
in chemical treatment of Leukemia is intense. 

Those who know the Penistone route to 
Sheffield will appreciate the now effortless 40 
minute ride in the new, all-electric line. Unfor- 
tunately, the hills were only seen in the fading 
November afternoon light but the sharpness of 
the peaks and moorland, covered with a skiff of 
snow and reflecting the light of a new moon, was 
unforgettable. 

More soot falls in Sheffield per square mile 
than in any other city in the world, but on this 
occasion the sun shone! A new O.P.D. is arising 
at the Children’s Hospital and a new Physics block 
is already in use in the University, replacing the 
famous Scala Cinema! The Department of Child 
Health has moved a second time and has again 
come to rest in a converted house! There was an 
air of bustle, forty papers from rheumatic fever 
to constipation are in the making, while some 
interesting pathological work is going on with the 
study of normality of newborn organs and on the 
amount of fat which may be found in the newborn 
liver. This must be the only place where the 
Pathologist runs two Rolls Royces; the one in use 
of 1936 vintage, the other of 1926 which is falling 
to pieces in his backyard because it is too old for 
anyone to remove! 

The Winnipeg interne in residence with the 


Professional Unit in the Children’s Hospital is 
happily situated. He and his family live in a 
suite supplied by the Hospital in the street just 
across the way, so that he is in the happy position 
of being able to live both in and out. 


The Paediatric Department of Birmingham lies 
in the Children’s Hospital and is pervaded by the 
delicious smell of Kunzle’s Chocolate! The head 
of the Department was busily engaged in examin- 
ing undergraduates, despite the fact that he had 
only recently recovered from a Bells palsy. His lec- 
turer was deep in an article on fat malabsorption. 


The train ride through the shires of Warwick, 
Worcester and Gloucester was a sort of pilgrimage. 
The evening mist rising from the Avon, the 
lights on the Malverns and Breedon and. finally, 
a glimpse of Gloucester Cathedral—then darkness 
into Wales. In Cardiff one could not help being 
struck by the building effort that is going forward 
for the next Empire Games. The magnificent 
swimming pool reminded one of the same en- 
thusiastic preparation on the B.C. Campus in 1953. 

In all the pubs the political opinion is divided, 
sharply pro and anti-Eden, but there was an even 
more united front in what appeared to be a pretty 
strong anti-American feeling and one would 
gather, among the population of Britain at least, 
that Eisenhower may have won his second presi- 
dential nomination but lost a great deal of British 
popularity and possible future support, added to 
which one gathers the French feel in much the 
same way. There was the inevitable bulldog 
stoicism perhaps with some justification. Eden 
had been broken politically with a medical let-out, 
and more tightening of the already much notched 
belt was necessary, yet amongst the business men 
there is a sober confidence in the new atomic 
age which here is proceeding far ahead of other 
countries. There is a strong feeling that oil is 
already a dead duck and in twenty years England 
will be self sufficient in energy from atomic power. 
Combined with this is the general feeling of “Now 
let the Americans carry the ball and see how 
they’ll get on when they really are faced with it.” 
This was a country angered by what it felt was 
unjust criticism of a party at home and a party 
abroad, but far from down and out and looking a 
decade ahead. There were other problems too. 
England badly needed a Left Wing three quarter 
against Wales and the M.C.C. were in bad shape 
in South Africa! 

London did not reflect this somber mood, hotel 
lounges were full. Vendors on the street still sold 
roasted chestnuts, and the “wide boys” still lurked 
in the shadows! Over all hung the Christmas 
shopping problem, though the harassed buyers 
still found time to drop a copper in the blind man’s 
hat as his street band played the old familiar carols 
in old familiar Regent Street; and, maybe, as a 
prophet of the times Coca Cola was the brightest 
of the Piccadilly Circus neon signs! 
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Children’s Hospital, Winnipeg 


Announcement 
Re: Poison Control Center, 
Director: L. T. McDonald, M.D. 
Co-director: Percy Barsky, M.D. 


In an effort to deal efficiently with the large 
number of accidental poisonings occurring among 
children in this country, Poison Control Centers 
have been developed in many cities. In the United 
States this has taken the form of highly organized 
individual centers each having its own system of 
recording, gathering information and liaison with 
public health and parent teacher groups. In 
Canada a unified plan has been worked out through 
the co-operation of the committee on Poison and 
Accident Prevention of the Canadian Paediatric 
Society and the Food and Drug Division, Depart- 
ment of Health and Welfare, Ottawa. Poison 
Control Centers have been developed in each 
province of the Dominion. These centers work in 
co-operation with the Provincial Department of 
Health and Public Welfare in each province. 
Because the greatest number of cases of accidental 
poisoning occur under 15 years of age, the Poison 
Control Centers have been established in children’s 
hospitals or in children’s wings in general hospi- 
tals. A uniform system of recording has been 
developed which will make for efficient statistical 
analysis of all cases in Canada. Several thousand 
cards have been distributed by the Food and Drug 
Division to each Poison Control Center containing 
information relating to drugs and household reme- 
dies in use in Canada. 

The Poison Control Center at the Winnipeg 
Children’s Hospital is an integral part of this Can- 
adian program. An.area has been designated in the 
hospital as the Poison Control Center station. In 
this area are contained all the reference material 
plus some three thousand drug information cards. 
An emergency set-up is available at all times to 
treat cases of poisoning which present themselves at 
the hospital. There are a director and a co-director 
serving at present on an honorary basis. A 24 
hour service is supplied as follows: 

1. 24 hour telephone service available to phy- 
sicians and public health workers in the province 
of Manitoba. Inquiry in regard to constituents of 
remedies, drugs, antidotes and treatment are 
available on request to the medical profession. 
Phone SP 5-8311 and ask for “Poison Control.” 


You will be connected promptly with the Senior 
Resident on call for this service. 

2. Cases presenting themselves at the hospital 
as emergencies will be treated promptly pending 
the arrival of the private physician concerned. 

3. Inquiries from patients themselves will be 
referred to the family physician. In case of delay 
in contacting the family physician temporary 
emergency advice will be given or the patient may 
be asked to proceed to the Poison Control Center 
pending contact with the Physician. 

4. A special record form will be made out on 
each case presenting at the Poison Control Center. 
A copy of this form will be sent to the Department 
of Health and Welfare, Ottawa. 

5. A poison study committee consisting of 
the Professor of Paediatrics, Professor of Phar- 
macology, Professor of Pharmacy, Doctor Hugh 
Malcolmson of the Department of Health and 
Public Welfare, and the Director and Co-director 
of the Poison Control Center, will meet at regular 
intervals to review problems relating to poison 
control. 

6. With the assistance of Mr. Ralph Wendeborn, 
Department of Health and Public Welfare, Pro- 
vince of Manitoba, contact will be made with 
parent-teacher groups and other lay groups in an 
efort to spread information about poison control 
in the home. Consideration will be given to other 
means of contacting the public in an effort to 
decrease the incidence of accidental poisoning in 
children. 

7. The Poison Control Center is represented on 
the committee of Poison and Accident Prevention 
of the Academy of Pediatrics which meets annually 
to review methods of improving the efficiency of 
Poison Control Centers in the country and of 
lessening the incidence of poisoning. 
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ALERT? 


NERVOUS TENSION RELAXANT 


NON-HYPNOTIC 
“The patients were calm 
without being drowsy.” 
NON-TOXIC 


No toxic reactions, side- 
effects or habituation were 
observed in 103 patients 
treated for ten months. 


REDUCES ANXIETY 
Effects were reported by 
patients to be better than with 
barbiturates. 


RELAXES SMOOTH MUSCLE 


Spasmolytic properties 
provide release from tension 
without dulling alertness. 
Now in two potencies: 
Tablets of 50 mg. and 100 mg. 


Ayerst, McKenna & Harrison 
Limited, Montreal 


Now available: 
“BEMINAL” with “SUVREN” No. 320 
(vitamin B factors and vitamin C 
- combined with “SUVREN”) 


: 
YES! 
NERVOUS? 
NO! 
| 
9 
87-S 
ie < 


half a million units of oral penicillin 


in an acid-insoluble: alkali-soluble base 


are released in the upper small intestine, not before 


ao 


No. 888 
Controlled Disintegration 
Each tablet contains 
When a combination of 
500,000 1,U. Penicillin G Potassium catenins penicillin ie indicated: 
“HYLENTA"- S, No. 887 
Ayerst, McKenna & Harrison Limited, Montreal Each tablet ine: 
Sulfamethazine......... 0.5 Gm. 


Penicillin G Potassium. . 250,000 I.U. 
in a *Controlled Disintegration base. 
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Presidential Address 


Mr. Chairman, Ladies and Gentlemen: 

Tonight it is my opportunity to give you my 
impressions of the work that our Association has 
carried on for the past year. 

This is an Association of men and women of 
which you may be justly proud. I have attended 
medical meetings in all parts of the province. The 
membership is doing a creditable job. Standards 
are high and enthusiasm for further knowledge 
is gratifying. The members have increased in 
number and, in addition, the interest of the 
membership in the work of the Association has 
increased immensely. 

Your administrative staff under the vigilant 
eye of Dr. Max Macfarland is serving you faith- 
fully. The business of the Association has become 
so complex and has so many ramifications, that 
only a man dedicated to his position could hope 
to cope with the many problems. 

My sincere thanks—Dr. Macfarland and to 
your staff—for the co-operation and assistance 
you have given me in the past year. I am very 
much afraid that my effort would have been 
expended in futile wandering had it not been for 
your diligent direction and assistance. 

I would also like to say a special “Thank you” 
to the members of the Executive and the many 
sub-committees. These men and women have 
given freely of their leisure time to study problems 
that are of vital importance to the whole profession. 
I have always felt that their decisions were devoid 
of personal prejudice, and the good of the whole 
profession their guiding star. On your behalf, 
ladies and gentlemen, I wish to thank these mem- 
bers for the time and advice they have so willingly 
contributed. 

Our relations with government bodies have 
been most co-operative this past year. There has 
been a free interchange of ideas and I feel certain 
that everything is being done to maintain the 
present high standard of medical care. 

At the C.M.A. General Council in Edmonton in 
June of this year, under the able leadership of Dr. 
M. R. MacCharles we introduced a plan for a 
special continuing committee to study all legis- 
lation affecting the practice of medicine. This was 
well received and it is hoped that your new 
Executive will inaugurate such a special commit- 
tee here in Manitoba. 

Income tax deductions and pension plans will 
be discussed by the various committees so I shall 
not open this subject tonight. 

One year ago Dr. McNulty and M.MSS. staff 
members were working in the East on the first 
major project of T.C.M.P. There were many prob- 
lems but the most of them have been solved. There 


Delivered at the Annual of the Manitoba Medical 
Association, October 15th, 1957, by Dr. J. E. Hudson, Retiring 


is still a big job of public relations between the 
patient and the doctor-sponsored plans. When a 
patient presents you with a card from M.MS. it 
is your responsibility to explain his coverage to 
him, and I suggest that if you can not, you should 
write to the office and get the answer. If you 
wish to have the right to make rules and regula- 
tions for M.M.S., then I feel that M.M.S. has the 
right to expect you to make sure the subscribers 
are conversant and satisfied with the contract. 

Previously the anaesthetist received recognition 
as a specialist group under M.M.S. This year 
radiologists and pathologists are seeking similar 
rights and privileges. Your Executive has given 
them every support and consideration. It is 
imperative that all groups be kept together if we 
hope to maintain a united profession. 

The Professional Policy Committee under the 
able leadership of Dr. Hugh Malcolmson, has had 
a busy year. I insisted that it cover all the ground 
of Special Commission before any new projects 
were started. Recently a joint meeting of M.M:S. 
Executive, M.M.A. Officers, and P.P.C. has brought 
about a clearer understanding of the problems 
facing the profession. The study of relative value 
fee schedules has been started both by your P.P.C. 
and by the Canadian Medical Association. I sug- 
gest that you do not press this committee too hard 
for a speedy answer. The whole economic future 
of the profession depends on a satisfactory fee 
tariff that is adaptable to all areas of Canada. 

My years of association with the profession 
across Canada has shown us that we have common 
ground on medical problems but when an attempt 
is made to justify or correlate our fee schedules, 
the discussion leads to a dead end. Each group 
seems to think that its fee schedule is better than 
the next, but at the same time it can see many 
discrepancies in its own book of tariffs. This hap- 
hazard antiquated system is not acceptable in the 
modern business world and if we ever hope to 
gain federal recognition of our economic status, 
we must come up with a modern system. Our 
hopes are pinned on the relative value fee schedule, 
but many of us must change our ideas if this 
scheme is ever to operate in Canada. I am certain 
that we need a great deal of expert advice and we 
must be prepared to pay for it. The whole future 
of prepaid medicine rests on the solution to this 
important problem. 

There has been new legislation in regard to 
cancer research. This brings the organization in 
Manitoba in line with legislation in other provinces 
across Canada and will in no way detract from the 
excellent work done by this body in the past. 

The Manitoba Heart Foundation has also 
received official recognition and has been in- 
corporated in Manitoba. We wish this new 
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organization every success in their important work. 

The next few days we will have the opportunity 
of discussing the work of the profession. Your 
Executive stands ready to accept your directives 
and hopes you will not be too critical of past 
shortcomings. 


Association Page 


I have enjoyed this year of work as your 
President and I wish to express the thanks of my 
wife and myself for the opportunity of serving 
you, for in the words of Confucius: 

“To live in the company of men at their best 
is the finest thing possible.” 


Courts Advise Consultation 

“The attention of members of the medical 
profession in Manitoba is called to a recent decision 
of the Court of Appeal of this province because it 
refers to a matter of considerable practical im- 
portance to our members in view of the fact many 
of them are called upon in the course of practice to 
treat patients who have been injured in an accident 
of some type for which they may have a legal 
right to redress by way of damages. In the case 
in question, (Mr. A.) v. (B) Taxi Ltd. and (Mr. C) 
and (Mr. D), the evidence showed that the plaintiff 
(Mr. A) was a passenger in a taxi owned by the 
(B) Taxi Ltd., and driven by (Mr. C), collided with 
a motor car driven by one, (Mr. D.) (Mr. A) suffered 
injury and later brought an action for damages 
against the taxi company, its driver and the driver 
of the other vehicle. As is usual in cases of dam- 
ages for injuries sustained the amount of damages 
to be awarded, if any, depended on the nature of 
the injuries sustained and here, the medical evi- 
dence became a matter of great importance. (Mr. 
A) had been examined by his family physician 
immediately after the accident and treated by him 
for several months but no steps had been taken 
to secure any other medical opinion, particularly 
as to the nature and extent of the residual injuries. 
The trial judge who heard the case insisted on 
such opinion being secured and made available to 
the Court. The matter was made the subject of 
comment in the Court of Appeal, the members of 
which unanimously agreed that it was desirable 
in such instances to have a second medical opinion. 
The relevant part of the Court of Appeal judgment 
reads as follows: 

“It would seem advisable that when a general 
practitioner treats a patient suffering from an 
injury which may lead to an action for damages 
he should advise his patient of the desirability of 
obtaining a second medical opinion. In the event 
of serious injury or a disputable diagnosis, such 
opinion should be that of a specialist in the ap- 
propriate branch of medicine. If such a practice 
were followed, the interests of the patient would 
be protected and; at the same time, in the event 
of an action for damages the court would have 
available the best medical evidence as to the nature 
and extent of the injuries and the residual effects, 
if any, of such injuries.” 


Reported by M. T. Macfarland, M.D. 


“It might be pointed out that in addition to 
such a practise assuring the Court of the best 
available medical evidence thereby protecting the 
interests of the patient, such a practise also pro- 
tects in the most effective and legitimate manner 
the physician who first treats the patient. There 
will, of course, be differences of medical opinion, 
in some cases of this type: that is to be expected 
because frequently diagnosis is difficult and in the 
case of residual effects the best any practitioner 
can do is to give his opinion as to the extent and 
nature of such residual damage to the patient. The 
important point to be observed is that in all such 
cases the physician first called to treat the patient 
and the one in charge of his treatment should have 
the patient examined by another physician, and 
where necessary by a specialist, in any case where 
there is likely to be a claim for damages made 
by the patient.” 

© 


PR Aid For Doctors’ Offices 

Probably the greatest threat to good medical 
public relations is misunderstanding. The patient 
who receives medical treatment without under- 
standing what it is or why he receives it, or the 
one who receives an unexpectedly large, perhaps 
undetailed bill is a potential source of complaints 
about the profession. 

The solution is prevention of misunderstanding 
by enlightenment. Let the doctor explain his 
treatment and why he prescribes a certain course 
of action. 

More important, let him discuss his fees with 
the patient, preferably in advance. By attempting 
to estimate his own bill and, if possible, anticipat- 
ing hospital and drug costs, the doctor can eliminate 
many damaging complaints. 

Unfortunately, too often the doctor is loath to 
introduce discussion of fees. 

Realizing this — and aware that mutual under- 
standing between doctor and patient is essential 
to good medical service and good public relations 
—the Canadian Medical Association’s Committee 
on Public Relations has authorized production of 
a plaque for use in the doctor’s office inviting 
patients “to discuss frankly ... any questions 
regarding service or fees.” 
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The plaque — English and French versions . . . 
measures 9” by 63%”. Wording in gold is printed 
on walnut finish paper fused to heavy, %” board. 
Edges of the plaque are beveled and gilded. An 
easel mounted on the back permits standing the 
plaque on the desk, or hanging it on the wall. 

The plaques are now ready for distribution and 
one free copy in English or French will be sent 
on request. Additional copies will be available 
at a charge of 75 cents each. 

Requests for plaques should be sent to Mr. 
L. W. Holmes, Assistant Secretary, The Canadian 
Medical Association, 150 St. George Street, Toronto 
5, Ontario. 


The Policy of the Heart Foundations 
of Canada 


The Provincial Heart Foundations from British 
Columbia to Quebec are federated in the National 
Heart Foundation of Canada. It is hoped that in 
the relatively near future a foundation of the 
Atlantic Provinces will be established also. The 
National Heart Foundation gives co-ordination at 
a national level to the provincial programs of 
research and education in the relief of cardio- 
vascular disease. 

Since the problem of heart disease arises in 
over half the cases seen by the physician in general 
practice it is obvious that the responsibility for 
the care of such patients lies in his hands. The 
basis of the program of the Heart Foundations 
of Canada rests on this premise. They do not plan 
to undertake individual patient care or treatment; 
they do not intend to build buildings to compete 
with existing facilities across the country. From 
a relatively short but firmly established experience 
they are confident that their policy is one well 
adapted to stimulate a background of interest in 
cardiovascular diseases that will steadily assist the 
general practitioner, the internist and those con- 
cerned with research. 

The research program will complement existing 
research facilities through the support of research 
personnel, grants-in-aid of research, or of whole 
units in the field of cardiovasc’ ar diseases. It 
will also provide a training ground for future 
cardiologists. 

Educational programs are both professional and 
lay. The professional program makes available to 
the practising doctor booklets, reprints and other 
literature to help him keep abreast of the recent 
advances in the management of congenital, rheu- 
matic, coronary or arteriosclerotic heart disease, 
ete. Visiting teaching teams organized by the 
Foundations and sponsored by the local medical 
societies have held clinics on heart diseases in 
various parts of the country. These have proved 
popular as have refresher courses in the university 
centres also organized by the foundations. Both 
of these activities will continue to be among their 
important functions. 


The lay program will function primarily through 
the doctor’s office. Pamphlets are available to the 
doctor explaining hypertension, coronary athero- 
sclerosis, heart disease in pregnancy, heart disease 
in children, and problems the doctor wishes to 
elucidate in general terms to his patient or 
relatives. Films and speakers for service clubs, 
parent-teacher groups and other organizations are 
also available. 

In summary the Heart Foundations of Canada 
will operate within the orbit of and support of the 
medical profession and its research facilities. The 
co-operation of all physicians in Canada is earnestly 
sought. 

John D. Keith, M.D., 
President. 


Experimental Research Into 
Problems of Ageing 


The CIBA Foundation, an international centre 
established for the promotion of international co- 
operation in medical and chemical research, will 
grant monetary awards in 1958 for original papers 
on problems of ageing. 

Details of the conditions may be obtained on 
application to: The Director, The CIBA Founda- 
tion, 41 Portland Place, London, W.1., to whom 
candidates wishing to compete for the awards 
should also submit their entries. Candidates 
should note the following: 

(a) Approximately five awards, of an average 
value of 300 pounds Sterling each, are available 
for the year 1958. The announcement of awards 
will be made in July, 1958. 

(b) Entries must be received not later than 
January Ist, 1958. 

(c) Entries will be judged by an international 
panel of distinguished scientists, who will advise 
the Executive Council of the Foundation on their 
findings, and will also have power to recommend 
variation in the size and number of the awards 
according to the standard of entries. The decisions 
of the Executive Council will be final. 

(d) The work submitted may be unpublished, 
may have been published in 1957, or may be 
under consideration for publication. If reprints in 
English are available, 10 copies should be provided. 

(e) The papers may be in the candidate’s own 
language. Papers should not be more than 7,000 
words in length and in all cases a summary in 
English not exceeding in words 3% of the paper 
must be attached. 

Awards for 1957 

Of the 61 papers on the subject “Experimental 
Research into Problems of Ageing” submitted in 
1957 to The CIBA Foundation, London, England, 
from 22 countries, awards were made to eight 
candidates, including two from Canada. 
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Editorial 


S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editor 


Sir Charles Sherrington (1857-1952) 


This year marks the centenary of the birth of 
Sir Charles Sherrington (1857-1952), the winner of 
the 1932 Nobel Prize in Medicine and Physiology. 
The name is full of meaning to the neurophysiolo- 
gist, in whom it evokes a memory of a man whose 
life was dedicated to the study of the essential 
functions of the nervous system from the lowly 
reflex to the higher cortical centers. Nor is it 
without significance to the physician, for it is 
linked inextricably with an important concept, 
which has become one of the cornerstones of 
modern Medicine — the concept of integration. 

Integration is a word that does not lend itself 
to an easy definition. It is not synonymous with 
correlation, for the latter implies a linking of 
phenomena which run parallel to each other, not 
unlike the rails of a railroad track. Nor is it quite 
the same as co-ordination, which is but an orderly 
arrangement of related phenomena. The nearest 
approach to integration is unification, a welding 
together into a unity, which is more than a sum 
of its parts, just as a symphony is more than an 
aggregate of musical sounds, a nation more than 
an assortment of individuals. 

Integration is a word much bandied about in 
medical circles, where it is commonly used within 
the framework of three contexts. The medical 
educator refers to it whenever he expresses the 
pious wish to bind together the crowded and 
variegated curriculum into a semblance of unity, 
whenever he gets the urge to break down barriers 
between individual scientific disciplines, and be- 
tween the basic sciences and the humanities. 

The medical “philosopher” uses it to designate 
a “holistic” approach to the individual ‘patient. 
True to the slogan “there are no diseases but only 
patients,” he disdains nosological disease entities 
and concentrates on the assessment and treatment 
of the sick individual in the physical, psychological 
and environmental “wholeness.” The physiologist 
— and Sherrington was primarily a physiologist — 
speaks of integration whenever he attempts to 
answer the question: “What makes a man tick?” 
He is concerned with unifying mechanisms at work 
in the human organism — the basic principles of 
integration, which will bring him closer to the 
understanding of the mystery of life. : 

The concept of integration is not new in 
Medicine. In fact, in many respects Hippocratic 
Medicine was more holistic than Medicine half a 
century ago. Medieval Medicine like every other 


aspect of medieval thought and life was also inte- 
grated, albeit on principles, which can hardly be 
called scientific. The process of disintegration 
actually began with the scientific era, when 
specialization and fragmentation of knowledge 
necessitated preoccupation with parts at the ex- 
pense of the whole, concentration on trees to the 
neglect of the forest. 

It is against this background of cultivated 
scientific isolationism that Sherrington began his 
quest for unifying principles in the great integrat- 
ing system of the organism—the central nervous 
system. From his exhaustive researches on reflex 
action, final common pathways, reciprocal inner- 
vation, central inhibition, controlling function of 
higher centers, emerged a conceptual scheme of 
the “integrative action of the nervous system” 
(which by the way is the title of Sherrington’s 
Silliman Lectures delivered at Yale at the turn of 
the century) in which the principle of integration 
is followed from its basic unit mechanism, the 
reflex arc with its receptors, conductors and effec- 
tors through successive levels of integration to the 
controlling higher centers in the cerebral cortex. 
To quote Sherrington “In the multicellular animal 
... it is nervous reaction which . . . integrates it, 
welds it together . . . and constitutes an animal 
individual” (For the full text of this quotation, 
as well as for a comprehensive appraisal of Sher- 
rington the scientist and the man, the reader is 
referred to the inspiring article by Dr. I. Maclaren 
Thompson in this issue). 

While not oblivious to the fact that other inte- 
grating agencies beside that of the nervous system 
are at work in the living organism, Sherrington 
made no attempt to investigate them. Nor did he 
concern himself with the autonomic nervous sys- 
tem. It was left to others, notably Cannon, to 
elucidate the integrating role of the endocrine 
glands, which play in conjunction with the 
vegetative nervous system, a major role in the 
regulation of the internal environment of the 
individual. It was left to others to investigate the 
intricacies of homeostatic mechanisms, the dynamic 
interrelationships of individual hormones, and 
the links between the nervous and endocrine 
systems effected by the adrenal medulla and the 
neurohypophysis. 

It was left to others to modify, elaborate and 
extend Sherrington’s concepts, but no one will 
deny Sherrington the honour due to a pioneer and 


the grateful appreciation due to a master. 
Editor. 
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Victorian Order of Nurses for Canada 

Who May Use the Service of the V.O.N.? 

Anyone who requires nursing care on a part- 
time basis in their home. This policy has been 
carried out ever since the Order was started sixty 
years ago. 

The Winnipeg Branch of the Order includes 
the cities of Winnipeg, St. Boniface, St. James and 
East Kildonan, the towns of Transcona and Tuxedo 
and the following municipalities: St. Vital, Fort 
Garry, Brooklands, West, Old and North Kildonan, 
East and West St. Paul and Charleswood. 

Patients may be referred by the doctor, family 
or friends, but in all instances instructions are 
obtained from the attending physician. The nurs- 
ing is done by a staff of registered nurses. Phone 
WH 2-8529. 


Drug Prescriptions 


The attention of all members of the profession 
is drawn to the fact that from time to time users 
of drugs outlined in the Food and Drug or Nar- 
cotic Acts, will telephone orders to a drug store 
for drugs to be delivered to a certain address at the 
request of Dr. .......... who is being impersonated. 

The only recourse which the pharmacist has is 
to telephone the doctor to see if the prescription 
has been bona fide. Inconvenience of this nature 
is regretted by the pharmacist, but your coopera- 
tion in seeing that prescriptions for drugs covered 
under the various Acts are placed in the hands of 
legitimate users is requested and appreciated. 

M. T. M. 


Hospital Clinical Luncheons 


General Hospital — 1st and 3rd Thursday of every 
month. 

St. Boniface Hospital — 2nd and 4th Thursday of 
every month. 

Misericordia Hospital — 2nd Tuesday of every 
month. 

Grace Hospital — 3rd Tuesday of every month. 

Children’s Hospital —- 1st Friday of every month. 

Victoria Hospital — 4th Friday of every month. 

Municipal Hospitals — 4th Friday of every month. 

Deer Lodge Hospital — 1st or 2nd Monday of 
every month. 

St. Boniface Sanitorium — twice a year. 


Notices 
— 


The Canadian Diabetic Association 


The Canadian Diabetic Association (CDA), 
incorporated in 1953, was formally elected to 
affiliate membership in the Canadian Medical 
Association in 1956. 

A relative newcomer on the scene of lay Medical 
Associations, the CDA has behind it a record of 
impressive achievement. The Model School for 
Diabetics, held in Edmonton in June 1957 has 
attracted scores of diabetics from all parts of 
Western Canada. Six camps for diabetics were in 
operation in various parts of the Dominion during 
the current year. A Canadian Diabetic Centre is 
in the process of being established. 

One of the main aims of the CDA is the 
education of the diabetic. To this end it has pro- 
claimed the week of November 14-2l1st, “Diabetic 
Week.” It is hoped that during this week practic- 
ing physicians will urge their diabetic patients to 
establish contact with the CDA by prompt registra- 
tion. A large membership in the Canadian Diabetic 
Association will benefit the diabetic patient, as 
well as facilitate his management by the physician. 

Editor. 


Medical Library Evening Hours 
Sponsored by 


The Winnipeg Medical Society 
and 
The University of Manitoba 
The Library will be Open from 
6 p.m. to 10 p.m. 
Monday through Friday 
from 
September 30th to December 20th, 1957 
and from 
January 6th to May 16th, 1958 


Regulations 

(1) The Library Committee wishes it understood ° 
that the Closing Hour of 10 p.m. will be STRICTLY 
ADHERED TO; 

(2) All Reading Room facilities available to 
Physicians and Students; 

(3) The Student on duty will assist in looking 
up subjects in the Quarterly Cumulative Index 
Medicus for the last ten years; 

(4) If previous references are required they 
should be obtained during the regular library hours 
(9 a.m. to 5.30 p.m.) 

(5) The stackrooms will not be open. 

The Medical Library Committee. 
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Social News 


Reported by K. Borthwick-Leslie. M.D. 


Sorry, am not able to give first hand gossip 
or anecdotes from the recent M.M.A. Meeting, as 
I was on holidays, but from reports everything 
went very smoothly — although attendance was 
disappointing. I bow my head in shame! 

Those attending certainly appreciate the best, 
however, and proved it by electing Dr. C. “Benny” 
Schoemperlen as president of the Manitoba Medi- 
cal Association, to be ably assisted by Dr. Edward 
Johnson, Selkirk, as Ist vice president. 

Congratulations to both and also to all the other 
officers elected in all departments. 


Dr. Alvin Zipursky, department of pediatrics, 
U. of M., has been awarded a grant of $15,600 by 
Playtex Park Institute, N.Y., to study blood con- 
ditions in the new born. The grant is for three 
years’ research in red blood cell metabolism. 


The Medical Faculty Women’s Club entertained 
at the annual tea in honor of the girl medical 
students. Mrs. J. T. MacDougall, South Drive, 
president of the club, was official hostess, with 
Mrs. H. H. underson and Sheila Portigal, lady 
stick, receiving with her. 

Presiding at the tea table were Mrs. C. W. 
Burns, Mrs. D. F. McIntyre, Mrs. D. Wheeler, Mrs. 
J. L. Downey and Mrs. A. Gibson. 

The girls report a most enjoyable afternoon. 


St. Andrew’s United Church last Sunday had 
the pleasure of having our old friend, Dr. H. 
S. Atkinson, medical superintendent of Manitoba 
School, Portage la Prairie, as guest preacher. 

Sorry Harry, but I couldn’”’t help being just a 
bit startled, thinking back to military days, when 
some of the biblical terms were not so biblically 
picked up and put down together. Hope you 
remembered your environment. 


Of interest to many Winnipeg readers, is the 
announcement of the engagement of Jeanette, 
only daughter of Mr. and Mrs. J. E. Duncan. 
Brisbane, Australia, to Frederick Wm. Vaux, eldest 
son of Dr. and Mrs. F. A. A. Sheppard, Toowoomba, 
Australia. 


October 19th, St. Aidan’s Anglican Church was 
the scene of the marriage of Louise Gail Faulder 
and Dr. John D. Adamson, son of Drs. Gilbert and 
Emma Adamson. 

The guests were ushered by Drs. Paul Galbraith 
and Kirk Osterland. 

Following a reception at the Manitoba Club, 
Dr. and Mrs. Adamson left on a wedding trip to 
the Laurentians. They will reside in Montreal. 


October 12th, Carole Ann Colclough, daughter 
of Mr. and Mrs. G. F. Colclough, Banff, became 
the bride of Dr. C. Edward Abbott, son of Dr. and 
Mrs. A. C. Abbott, in Rundle Memorial United 
Church, Banff. The happy young couple will 
reside in Edmonton. 


October 19th, in Killarney United Church, 
Margaret Alice Paine, elder daughter of Dr. and 
Mrs. A. L. Paine, Ninette, Man., exchanged mar- 
— vows with Edward Clayton Drader, Dunrea, 

an. 

Following a reception at the Sanatorium, Nin- 
ette, where Dr. E. L. Ross proposed the toast to 
the bride, the young couple motored south. On 
their return they will reside in Dunrea. 

More reminiscing! Remember I helped officiate 
when that gal was born! 


Welcome to our new arrivals: 

Dr. and Mrs. H. A. Kaye, Melita, Man., proudly 
announce the arrival of Terence Peter and Teresa 
Marta, Sept. 24, 1957. Big brothers are Brian, 
Dennis and Gerard. 


Dr. and Mrs. A. R. Lillie, formerly of Winnipeg, 
announce the arrival of Brenda Jane, October 22, 
at the U. of Minnesota Hospital, Minneapolis. 


Dr. and Mrs. Jack Margolis announce the birth 
of a son, September 29, 1957. Brother for Rachel, 
David and Zoe. 


Dr. and Mrs. W. J. Hart are happy to announce 
the birth of Lisa Jane, October 14, 1957. 


Dr. and Mrs. Wm. B. McTavish welcome Wm. 
Gordon Blair to the family circle of Jamie and 
Johnnie. 


Dr. and Mrs. Grahame Thorlakson (nee Amy 
Dryden) of Dawson Creek, B.C. are happy to 
welcome Cameron Karl, October 17, 1957. 


Dr. and Mrs. I. Blake Thomson, Wildwood 
Park, a the birth of Robert Newton, Sept. 
29, 1957. 


Dr. and Mrs. Charles S. Campbell (nee Dolores 


Oliver) announce the arrival of John Charles at 
St. Michael’s Hospital, Toronto. 
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COMMITTEE REPORTS 


Manitoba Medical Association 
(Canadian Medical Association, Manitoba Division) 


Executive 


To the Members of the 
Manitoba Medical Association: 


On the occasion of this Annual Meeting, the Association 
extends a hearty welcome to members and guests, including the 
Canadian Medical Association travelling team, including Mani- 
toba-born President, Dr, Morley R. Young of Lamont, Alberta, 
Assistant Secretaries from Toronto, Arthur Peart, Larry Holmes 
(Public Relations) and B. E. Freamo (Economics), also J. A. 
L. Gilbert and R. C. Harrison, Edmonton; Dr. H. B. Atlee, 
Halifax is no stranger, and Dr. J. W. Gerrard, Saskatoon. 
visited Winnipeg this spring. 
3. 

Since the 1956 Annual Meeting the Officers met on five 
occasions, and nine meetings of the Executive Committee have 
been held with an average attendance of seventeen members 
and six guests. The Professional Policy Committee attended 
the May meeting. Through the courtesy of the Board of 
Trustees and Executive Director, Manitoba Medical Service, 
most meetings were held in the commodious Board Room. 


Liaison Committee — M.M.A.- C.P. & S. 

As previously intimated additional office space, equipment 
_ and staff became necessary. After negotiations which lasted for 
several months, the office space became available, and a move 
to Suite 601 in the Medical Arts Building was effected on 
July 31st. The cooperation of doctor members who made the 
move possible is appreciated. Some equipment has been pur- 
chased, and some is yet to be secured. The return of Miss 
May Graham greatly lightened the load of the Executive 
Director and steps are being taken to secure suitable assistants. 


Professional Policy Committee 
The report of the Special Commission concerning Manitoba 
Medical Service was a highlight of the 1956 business sessions. 
When the Committee of the Whole, having studied the report, 


and having changed and amended it as recorded in the pro- - 


ceedings, instructed the Executive Committee to take action to 
put the report into effect, and the Annual Meeting adopted the 
amended report, the Commission was automatically discharged. 
The chairman and members were thanked for the magnificent 
piece of work. The new Executive arranged for the presenta- 
tion of desk sets as a t of appreciation, proceeded with 
the setting up of the Professional Policy Committee and decided 
that there should be five general and five specialist practitioner 
representatives, two members each for a term of three years, 
two members each for a term of two years and one member each 
for a term of one year. Nominations were received from the 
blocs and the Committee was constituted as follows: 

3 years: Doctors S. Israels, W. G. Newman, D. Parkinson, 

A. J. Winestock; 
2 years: Doctors F. G. Allison, W. J. Hart, D. N. C 
McIntyre, O. A. Schmide; 

1 year: Doctors M. K. Kiernan and M. J. Ranosky. 

The selection of the Chairman was made by the Executive 
Committee on nomination of the P.P.C. and Dr. Hugh 
Malcolmson took over the duty. 

Terms of reference of the Committee were those outlined 
in the report of the Special Commission. Progress made will 
be reported by the P.P.C. Members have accepted the assign- 
ment with great diligence and deserve the sympathetic coopera- 
tion of the association membership. 


(A more detailed account is reproduced on pages 560-564 
of the October Manitoba Medical Review) . 


5. 
Canadian Medical Association 

The ninetieth Annual Meeting was held at the Macdonald 
Hotel, Edmonton, Alberta, June 17th - 21st. Plans were under 
the direction of the Alberta Division. The Executive Commit- 
tee met on Friday and Saturday, June 14th and 15th, preceded 
by meetings of Trans-Canada Medical Plans. Religious services 
were entertained at private homes. At General Council which 


CM.A. Past-Presidents are continuing 
include Drs. C. W. Bu G. S. Fahrni, Vancouver and F. H. 
McGuinness. 


A detailed report of the transactions of General Council is 
77, No. 5, Pages 365 to 427, 1st September, 1957). Since the 
Seanding ‘Committees | of the Manitoba Division parallel those 


dinner on Tuesday, June 18th and the Annual General meeting 
was held on Wednesday, June 19th, when Dr. Morley Young, 
Lamont, was installed as President, following which a reception 
and dance were held. Senior Membership was awarded to 
Divisional nominees, including Dr. Oliver S. Waugh, Win- 
nipeg. Special social events were arranged for the ladies and 
the Thursday evening Buffalo Barbecue at Elk Island Park 
was an outstanding feature of the western hospitality provided 
by the Alberta hosts. 

In 1959 a conjoint meeting of the British and Canadian 
Medical Associations will be held in Edinburgh, Scotland, 
July 18th to 24th. University Tours Limited, 2 College 
Street, Toronto, has been apponted official travel agent. In 


City of Edinburgh, members are advised to communicate with 
University Tours Limited utilizing the information form which 
has been published several times in the C.M.A. Journal. 


Public Relations 
Mr. L. W. Holmes, Assistant Secretary for Public Relations 
of many articles in the C.M.A. Journal is attending 
and taking charge of the Press Room for this meeting. Pam- 
phlets including “You and the Canadian Medical Association,” 
“Winning Ways with Patients.” “A Code of Cooperation with 
Se and a plaque “To All My 
” are available on request to C.M.A. or the Manitoba 


Canadian Medical Retirement Savings Plan 
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1. 
met on June 17th and 18th the Manitoba Division was repre- 
sented by eight members in addition to the President and 
Executive Director, namely, Doctors P. L’Heureux, M. R. 
MacCharles, J. C. MacMaster, M. Potoski, R. W. Richardson, 
C. B. Schoemperlen, F. H. Smith. K. R. Trueman. Dr. L. 
G. Bell represented the Canadian Association of Medical 
Colleges, Dr. A. R. Birt the Canadian Dermatological Associa- 
ee assist members to keep abreast of some developments on the 
4. 
order that a record may be maintained of the plans of C.M.A. J 
6. 
Division. 
Following years of representation by the Income Tax 
Committee of C.M.A. and many other organizations, provision 
was made in the 1957 federal budget whereby self-employed 
— persons might defer payment of income tax on a portion of 
. pension or retirement plans. The continuing committee has 
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investigated various possibilities and has established C.M.R.S.P. 
which will be more fully explained in the report of the Pension 
appointed as istant ( ics) for the 
administering the Plan. 
Advisory Committee Under the Health Services Act 
Of the three representatives named by this Association, Dr. 
D. L. Scott completes a six-year term in 1957, Dr. Ruvin 
Lyons, a three-year term in 1958 and Dr. J. E. Hudson a 
three-year term in 1959. An outline of the function is con- 
tained in the Health Services Act as follows: Section 7, 
Subsection 15, (a) and (b). 
“15. The commission shall - 

(a) advise the minister at his request, or of its own 
motion, in all matters relating to this Act and 
the administration or operation thereof; and 

(b) discharge such other duties ive to this Act 
as the minister may request it to perform. S.M. 
1945 (1st Sess.), c. 22, s. 7; am.” 


Alcoholism Foundation of Manitoba 
Ex-officio and appointed medical members of the twenty- 
Board are as follows: Doctors E. J. Bennett, 
M. T. Macfarland and T. A. Pincock. Yet to 
be named is a Medical Advisory Committee of five duly quali- 
iti advise Board as to matters on 


ment digest published to provide authoritative information to 
those engaged in treating or otherwise dealing with alcoholics 
recently reproduced from March Manitoba Medical Review an 
article by Dr. Paul L’Heureux, Medical Superintendent, St. 
Boniface Hospital, which contained this final paragraph: 
“The medical profession of Manitoba faces a challenge in 
this field today. It will never have a better opportunity of 
showing its true greatness than by applying all its efforts to 
reducing and eradicating the ill effects of alcohol in our 
population.” 
10. 
Cancer 
Formerly the three representatives named to the Manitoba 
Cancer Relief and Research Institute constituted the Association 
Cancer Committee. Chairman was the senior appointee who 
was also a cor ing member of the C.M.A. Cancer Com- 
mittee. When. in the fall of 1956 Committee appointments 
were made, notification was sent to the Minister of Health and 
Public Welfare in the customary manner, a hint was received 
that some change was contemplated. Later it was announced 
that formation of a Manitoba Branch of the Canadian Cancer 
Society was underway, and a verbal request was made that the 
Association name three Winnipeg and three outside representa- 
tives to the Medical Advisory Committee of the new fund-raising 
and educational organization. The officers were called to confer 
with the Minister of Health and Public Welfare in February, 
at which time a new government bill was proposed establishing 
The Cancer Treatment and Research Foundation. The new 
organization was to take over the function of the former 
Institute, but instead of direct representation on the Board, 
the new bill provided for the Foundation members to be named 
by the Lieutenant-Governor-in-Council with an Advisory Medi- 
cal Board to advise and assist the Foundation in carrying out 
its objects, selected by the Foundation with the approval of the 
Lieutenant-Governor-in-Council. This Association was asked to 


name a panel of six from which three appointments were to be 
made. Although the new bill was passed by the Legislature 
on March 30, 1957 it did not become effective until proclaimed 
on September 20th, 1957. Meantime the profession was notified 
of a Cancer Incidence Study sponsored by the National Cancer 
Institute was set up under the aegis of the Manitoba Cancer 
Relief and Research Institute. Perhaps the time has now 
arrived for re-assessment of the agreement signed by the As- 
sociation concerning Cancer Diagnostic Clinics. 


11. 
Constitution and By-Laws 
As a result of amendments adopted by the Canadian Medical 
Association after printing in the April 15th issue of the 
J various changes in the Constitution and By-Laws 


By-Laws will be presented to the Annual Meeting, but a recom- 
mendation made to the incoming Executive Committee is that 
the Committee on Constitution and By-Laws carry out the 
necessary revision for presentation at the next Annual Meeting. 


12. 
District Medical Societies 


in 
has reported regularly to the Executive Committee 
and the annual report warrants the earnest attention of the 
Association. 
Fee Committee 
Since action of the Annual Meeting in 1956 transferred 
matters of Fee Revision and Fees to the Professional Policy 
i Dr. P. H. McNulty and Dr. C. H. 
A. Walton, who had served continuously on the committee 
i i in 1949 were proffered a hearty vote of 
thanks by the Executive Committee and relieved of the responsi- 
bility which they had accepted and carried out so faithfully for 


Act and the Optometrist Act. The Hospital Aid Act was 

amended to provide that application might be made, without 

a means test, for the payment of hospital accounts of patients 

confined continuously for more than one hundred and eighty 

days. Two groups, dieticians and physiotherapists secured 
Incorporation. 


Manitoba Hospital Service Association 
incorporation. At the request of M.H.S.A. three committees 


were named by this Association to consider Mental and Ner- 
vous conditions, Procedures which might be included for 


- Through grants provided by the College of Physicians and 
Surgeons of Manitoba and the Canadian Medical Association, 
the activities of the District Medical Societies have been enlarged 
ae: by the Committee on Medical Education. Revision of the 
Be boundaries of the district societies has been under study. but 
definite proposals have not yet been submitted to the Executive 
w it see advice e mmittee or on W 1 it is 
requested by the Minister to advise the Board. Copies of “A “ Economics 
Report on the Work of the Committee on Alcoholism and the , : — 
{ Alcoholism Foundation of Manitoba,” and “A Report on the One of the most active Committees of the Association has 
Current Program and Future Planning of the Alcoholism been under the Chairmanship of Dr. K. R. Trueman, who as 
; Foundation of Manitoba” were reproduced with permission of a member of the C.M.A. Economics Committee has actively 
= Mr. M. Ross Mounce, Executive Director, and were distributed 
to members of the Executive Committee. The Foundation is 
now located in new quarters at 124 Nassau Street, Winnipeg 13 
: (telephone 43-1044) and plans for the establishment of a 
é rehabilitation centre are progressing. “Alcoholism,” a treat- 
seven years. 
15. 
Legislation 
; As in previous years a watching brief was maintained by the | 
: which might have implications for the (medical) profession 
: were followed in the house and committee sittings. Repre- 1 
* sentations were made by the solicitors to Law Amendments 
; Commitee in connection with amendments to the Chiropody 
( 
: I 
I 
( 
16. 
coverage, and Borderline Claims. 
A more recent request by M.H.S.A. for an Advisory 
: Medical Council representative of all hospitals for the purpose ‘ 
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decision has been reached 

hospital rates resulted in a deficit which is being Bondo a 
by a rate increase which became effective April Ist, 1957. 

members of the profession, and copies of the highlights of Ps 
year’s activities are available for distribution at this meeting. 

the completion of pre-enrolment or claims forms was again 
considered on representation from one of the district societies, 
a section, and individual members. While M.H.S.A. remained 
a voluntary, non-profit organization, there might be some 
justification for waiving the right to collect a fee for medical 
opinion and secretarial assistance, but with the prospect of par- 
ticipation by the Province in the federal scheme of indemnity 
for hospital costs, it was agreed that members be advised that 
a charge may be made. The effective date and amount of the 
fee are under negotiation and will be reported by the Hospital 
Relations Committee. The future role of M.H.S.A. is now 
being studied by the Board. 


Manitoba Medicai Review 

Following the 1956 Annual meeting a special committee 
was appointed to study the present operation. It reported that 
the arrangement with Mr. J. G. Whitley who became business 
manager in 1934 was quite satisfactory. Additional space is 
being arranged for the enlarging staff. To relieve the Editor 
of some responsibility of attending meetings of the Executive 
Committee, Dr. R. H. McFarlane was invited to assume the 
asignment of reporting to the membership which he has done 
diligently. 

18. 
Manitoba Medical Services 

Nominations were presented at the last Annual Meeting 
and the results of ballotting were approved by the Executive 
Committee. The following were named to the Board of 
Trustees for a term of three years: 

Doctors B. D. Best, M. R. MacCharles, D. N. C. McIntyre, 
L. R. Rabson, C. B. Schoemperlen, K. R. Trueman. 

Board members since the March, 1957 Annual Meeting are: 
Physicians: Doctors B. D. Best, S. A. Boyd, C. W. Clark, 
A. T. Gowron, D. J. Hastings, T. E. Holland, M S. Hollen- 
berg, Eyjolfur Johnson, M. R. MacCharles, D. N. C. McIntyre, 
P. H. McNulty, L. R. Rabson, C. B. Schoemperlen, A. R 
Tanner, K. R. Trueman. Public Representatives: Russell 
Barrett, Esq., John Bruce, Esq., R. Murray Fisher, Q.C., LL.D., 
F. H. Keefe, Esq., Leon Mitchell, LL.B., Morris Neaman, 
Esq., Gilbert Robinson, Esq., J. R. Stuart, Esq. 

The untimely death in June of Dr. Abraham Hollenberg 
removed a member who had devoted much energy and time to 
medical economics and left a vacancy to which the President, 
Dr. J. E. Hudson, was named. 

A combined meeting in July of the M.M.S. Executive 
Committee with M.M.A. Officers and members of the Pro- 
fessional Policy Committee was very helpful in interpreting 
problems of mutual concern. 

It is anticipated that the Board Chairman, Dr. M. R. 

tles, will report to the profession on Tuesday evening, 
October 15th, at which time nomination will be made for 
Board members. 


19. 
Medicine in Manitoba 
Requests continue for copies of Dr. R. B. Mitchell’s book 
on the medical history of this Province. The real significance 
of this painstaking effort will become more apparent in the 


Membership 
The annual reports for the past ten years reveal an increased 
membership which has been surpassed in 1957. The close 


the age of seventy years and who have been in good standing 
for the previous ten years. 

21. 


discussion. 


22. 
Victorian Order of Nurses 
Dr. M. H. Campbell continues as representative to the 
national board. 


23. 
Workmen’s Compensation Board 

From a panel of a dozen members, three are named at the 
request of the Chief Medical Officer to act as a Fee Assessment 
Committee. Four such meetings were held during the year 
from which one appeal was received in writing. Since the 
member did not wish to have reassessment by the same com- 
mittee, the matter was referred to the W.C.B. Negotiating 
wwe. ta paid to Committee Members are reimbursed 

& 

Notification of a Commission under the Rt. Hon. W. 
F. A. Turgeon to investigate all aspects of the Workmen’s 
Compensation Board and report to the 1958 session of the 
Legislature, if possible, was contained in a recent issue of the 
Manitoba Gazette. 


24. 

The reports which follow will indicate in more detail the 
many activities in whch the Association has been engaged 
during the past year. The courtesies extended to the President 
and Executive Director during their visits to District Societies 
has been greatly appreciated. The cooperation of the Commit- 
tee chairmen and members, has been splendid, and their efforts 
merit the thanks of the whole membership. The office staff is 
commended for efforts to make this annual meeting entirely 
successful. 

Respectfully submitted. 

J. E. Hudson, 
President. 


J. C. Rennie, 
Honorary Secretary. 
25. 
Finance 


Winnipeg, February 28, 1957. 

The Manitoba Medical Association, 

Winnipeg, Manitoba. 

We have examined the balance sheet of Manitoba Medical 
1956, and the statement of 
we and expenses for the year ended on that date, and 
have obtained all the information and explanations we have 
required. Our examination included general review of 
procedures and puch of 


Revenue exceeded expenses by $4,539.26; this compares 
with an excess of revenue in the preceding year of $11,978.59. 


Particulars of membership and rates of fees collected are as 


follows: 
651 Members at $40.00 $26,040.00 
12 Members at 30.00 360.00 © 
4 Members at 21.00 84.00 
42 Members at 20.00 840.00 
23 Members at 15.00 345.00 


643 
| . t | in this A ion and 1 
membership in Manitoba Medical Service has been mutually : 
beneficial. Perhaps the time has come when consideration 
Rehabilitation 
Members may not readily realize the numerous problems 
| 
Our comments on these financial statements, which are 
attached, are as follows: 
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3 Members at 13.00 39.00 
1 Member at 10.00 10.00 
4 Members at 6.00 24.00 
2 Members at 8.00 16.00 
96 Members at 5.00 480.00 
838 $28,238.00 


Data produced to us in support of expenses were seen to 
bear the approvals of the treasurer and executive secretary or 
were authorized in the minutes. 


Cash on hand and in bank — $1,361.18: 

Cash on hand at the year end produced for our examination 
amounted to $226.25 comprising a petty cash fund of $20.00 
and undeposited coupons $206.25 due October, 1956. 

The Bank of Montreal has confirmed to us the balances on 
deposit in the current and savings accounts at the year end. 


Accounts Receivable — $2,398.55: 

Of this amount, all but $331.55,- representing Review 
Advertisers balances, had been received at the date of this 
report and this balance is considered to be fully collectible. 


Investments — $48,500.00: 

Bonds purchased at a cost of $11,940.00 during the year 
included $10,000.00 Ontario Hydro Electric Power Commission 
4% due 1976 and $2,000.00 Province of Ontario 42% due 
1976. Province of Manitoba 414% bonds due 1956 costing 
$1,957.12 were redeemed at a profit of $42.88. 

Security certificates representing the bond investments were 
produced for our inspection at the Association’s safety deposit 
box at the Bank of Montreal or in the office. Bond interest 
has been recorded in the accounts on a received basis. : 

In our opinion the accompanying balance sheet and state- 
ment of revenue and expenses are properly drawn up so as to 
exhibit a true and correct view of the state of affairs of the 
Manitoba Medical Association as at December 31, 1956, and 
the results of its operations for the year ended on that date, 
according to the best of information and the explanations 
given to us and as shown by the books of the Association. All 
the transactions of the Association that have come within our 
notice have been within the objects and powers of the Association 
to the best of our information and belief. 


Price WaTerHousE & Co., 


Chartered Accountants. 
26. 
Balance Sheet, December 31, 1956 
ASSETS 
Cash on hand and in bank % 1,361.18 
Accounts receivable: 
Review Advertisers $ 1,948.41 
College of Physicians and Surgeons 348.47 
Other 101.67 
2,398.55 
Investment in Bonds, at 
(Quoted market value $4 443, 458.00) ___. 48,500.00 
$52,259.73 
LIABILITIES AND SURPLUS 
* iabilities: 
Accounts payable $ 32.52 
J. G. Whitley — expenses 596.83 
——-$ 629.35 
Surplus account 
Balance 31, 1955 _ $47,091.12 
Add—Net revenue for the 4,539.26 
51,630.38 


$52,259.73 


27. 
Statement of Revenue and Expenses 
For the year ended December 31, 1956 
REVENUE 
Fees collected: 
Current year (838 members) ___________. $28,238.00 
Arrears 1955 40.00 | 
Divisional members (2) 4.00 
———$28,282.00 
Canadian Medical Association — grant —._______- 1,320.00 
Interest on bonds 1,567.22 
Interest on savings bank account ety 96.00 
Medicine in Manitoba 193.60 
Profit on disposal of investments 42.88 
$31,501.70 
EXPENDITURES 
Salaries of executive secretary and 
office personnel $12,517.59 
Expense allowance to executive secretary. 1,200.00 
Honorarium to editor of Review... 1,500.00 
Annual meeting (C.M.A. $285.09; 
M.M.A, $3,992.78) 4,277.87 
Blue Shield Conference —..______- 125.70 
Business tax 165.31 
Entertainment 57.90 
Grant for binding medical journals _...... 800.00 
Executive and committee luncheons _......_ 701.20 
General expense 564.03 
Illustrations — Review 360.15 
Legal fees 65.00 
Printing, postage and stationery 1,591.90 
Rent an t 2,589.43 
Travelling 1,952.32 
Unemployment insurance 50.79 
$29,242.44 
Less—Share of office expense borne by: 
Winnipeg Medical Society. $1,320.00 
College of Physicians and 
2,280.00 
26,962.44 
Net Revenue for the year $ 4,539.26 


Statement of Investments in Bonds 


December 31, 1956 
Market Interest 


Description: Par Value Cost Value Revenue 
Dom. of Canada: 
3% 1959 $ 300.00 $ 500.00 $ 484.25 $ 7.50 
3% 1963 __..... od 500.00 500.00 456.25 15.00 
aan 4,000.00 4,150.00 3,630.00 120.00 
Prov. of Manitoba: 
4% 1961 _......... 5,000.00 5,225.00 4,725.00 200.00 
3% 1968 _...__ 2,000.00 1,965.00 1,650.00 60.00 
4%% 1968 _.... 5,000.00 5,087.50 4,087.50 212.50 
Hydro-Electric Power 
Comm. of Ontario: 
8,000.00 8,160.00 7,440.00 320.00 
4%4% 1969 __. .. 2,000.00 1,997.50 1,870.00 85.00 
2076... 10,000.00 10,000.00 9,000.00 80.55 
Province of ; 
New Brunswick: 
1976 3,000.00 3,000.00 2,625.00 105.00 
1969 4,000.00 3,970.00 3,660.00 180.00 
B.C. Elec. Co. Ltd.: 
4¥%4% 1977 _.... 2,000.00 2,005.00 1,920.00 95.00 
Prov. of Ontario: 
1976 2,000.00 1,940.00 1,910.00 43.77 


$48,000.00 $48,500.00 $43,458.00 $1,524.32 


ol 
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Add—Interest received on Province of Fee Taxing Committee 140.00 
Manitoba 444% 1956 bonds sold 42.90 2,907.88 
Investments 53,472.77 
$1,567.22 
$69,670.55 
/ Bal at August 31, 1957 
29 lance Sheet as ug LIABILITIES 
Cash: Whi Re: Review 
Petty Co ca Hs P 20.00 — Re: 1,098.59 
Bank on — Current 4,536. Annual — Exhibi its 
Bank of Montreal — Savings 8,833.84 
———413,389.90 Balance December 31, 1956 
Accounts Receivable: Add— 
Review Advertisers $ 2,261.36 Excess of Revenue over Expenditure. 12,720.58 
College of Physicians and Surgeons— $69,670.55 
ural 406.52 
30. Statement of Revenue and Expenditure for the Period Ist January, 1957 to 31st August, 1957 
REVENUE 
Fees CoLLEcTEp: 1957 Comparison 1956 Comparison 1955 
665 members @ $40.00 $26,600.00 636 @ $40.00 $25,440.00 628 @ $40.00 $25,120.00 
Y% year 15 members @ 20.00 300.00 13 @ 20.00 260.00 13 @ 20.00 260.00 
Y%, year 1 member @ 15.00 15.00 2@ 10.00 20.00 1@ 10.00 10.00 
Salaried 97 members @ 5.00 485.00 94@ 5.00 470.00 93 @ 5.00 475.00 
1956 Grads _._._.__... 15 members @ 15.00 225.00 23 @ 15.00 345.00 1@ 15.00 15.00 
1957 Grads _____. 12 members @ 20.00 240.00 10 @ 20.00 200.00 16 @ 15.00 240.00 
Salaried Combined Fee ._.. 1 member @ 8.00 8.00 2@_ 8.00 16.00 13 @ 20.00 260.00 
Combined H. & W. . 14 members @ 30.00 420.00 12 @ 30.00 360.00 2@ 8.00 16.00 
Retired 5 members @ 6.00 30.00 4@ 21.00 84.00 11 @ 30.00 330.00 
Retired 3 members @ 21.00 63.00 4@ 6.00 24.00 1@ 10.00 10.00 
Post-Graduate _.._...._. 19 members @ 20.00 380.00 12 @ 20.00 240.00 2@ 21.00 42.00 
Non-Resident _ 5 members @ 13.00 65.00 3@ 13.00 39.00 5@ 6.00 30.00 
6@ 20.00 120.00 
852 $28,831.00 815 $27,498.00 5@ 13.00 65.00 
Plus two divisional 4.00 ves 
799 $26,993.00 
$28,835.00 a 30.00 Plus arrears 30.00 
C.M.A. Grant Re: Post-Graduate work 1,326.00 Plus 1 on acct. 30.00 Plus 1 on acct... 30.00 
College of Physicians and Surgeons 1,381.92 Plus 2 div. members... 4.00 C.M.A. refund 40.00 
Eye, Ear, Nose and Throat Section ———___________ 4.28 Plus 2 div. members. 4.00 
General Practitioners’ Association 88.76 
Section of General Surgery 24.00 
Winnipeg Medical Society 880.00 
Interest on Investments 1,410.39 
“Medicine in Manitoba” _- 12.67 
Revenue $33,963.02 $27,562.00 $27,097.00 
EXPENDITURE 31. Estimated Cost of Operation 
Seleries $10,692.57 Ist September, 1957 to 31st December, 1957 
Bank Charges 23.53 REVENUE 
C.M.A. Annual i 29.99 
Executive and Committee 621.08 Seciety 
Fees, Complimentary 20.00 Bead Intecost been 1,236.25 
Lek Expense 1,227.23 EXPENDITURE 
t 69.68 
Office i 438.9. 
Office Miscellaneous 5.15 Insurance 
Printing, Postage and Stationery 502.65 T, 200.00 
Printing, Postage and Stationery 350.00 
Unemployment Insurance 50.56 Annual Expense 
Expense 1,571.15 H. 1500.00 
461.35 
Trans. of 6450 Honorarium, Liaison Editor 100.00 
Tiedt Estimated Deficit for period 9,067.75 
$21,242.44 Excess Revenue over Expenditure— 
Excess of Revenue over Expenditure _.... 12,720.58 Ist January, 1957 to 31 August, 1957 12,720.58 


$33,963.02 


Estimated Excess Revenue for the Year 1957 ______$ 3,652.83 
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32. 
Membership 


To the President and Executive of 
The Manitoba Medical Association: 


There are 985 doctors in the Province of Manitoba. 


717 Winnipeg 
268 Rural 
852 Active Paid-up Members 611 Winnipeg 
(822 in the Province) 220 Rural 
23 Outside Province 
11 Senior Members Winnipeg 
6 Rural 
5 Complimentary Members ......... 4 Winnipeg 
1 Rural 
20 Retired 18 Winnipeg 
2 Rural 
127 Membership Fees Unpaid 87 Winnipeg 
38 Rural 
985 


Of the 127 doctors whose fees are unpaid, 24 are new 
registrants, 14 are interning in hospitals, 15 are in the Armed 
Services, and 14 are not practising, leaving a potential of 60 
from whom fees are collectible. On this basis, the percentage 
of paid-up membership is 87.3%. 

33 doctors have been lost to the Association during the year, 
8 are deceased and 25 have left the Province. 

52 new members have been enrolled to date this year 

The number of paid-up members is higher by 33 iF dun it 
was this time last year. The total membership at the end of 


1956 was 845. 
Respectfully submitted. 
W. J. Boyd, 
Chairman 


Advisory Commission, 
Health Services Act 


To the Members of the 
Manitoba Medical Association: 

The following is the report of the Advisory Commission to 
the Minister of Health concerning the Health Services Act: 

In the past year it was found necessary only to hold one 
full meeting of the Commission, which was held on February 
27, 1957. This meeting was held mainly to ratify actions of 
the Executive Committee during the preceding months. 

Since September, 1956, the following points were studied 
by the 

1. Correction of certain irregularities concernin; 
lishment of the Portage Health Unit. The ae Se were 
concerned entirely with the number of municipalities entering 
the local plan and were satisfactorily solved by passing an 
order-in-council to include the following municipalities: 


Rural Municipality of St. Francois Xavier. 
Village of MacGregor. 

2. With completion of the establishment of x-ray steipeeee 
and a clinical laboratory in the Portage Hospital, the area f or 
the Laboratory and X-ray services was ged at the request 
of the residents of the four southernmost townships of Wood- 
lands Municipality. 

Gimli was granted, whereby they became part of the Stone- 
Health Unit. 
Amendments to legislation were advised by the Com- 
hospitals to accumulate a reserve fund for 
operation up to an amount equal to one-third 
actual expenditures for the ing year. Other 


mission to allow 


business 
nothing discussed 


5. A special meeting of the Executive Committee was held 
on March 12, 1957. A plan was presented to enlarge the 
Neepawa Laboratory and X-ray Unit area. This was considered 
at the request of the area’s residents and therefore was recom- 


D. L. Scott, 


Chairman, 


Archives 


To the President and Executive of 
The Manitoba Medical Association: 
During the past year the following members of the Manitoba 
Division of Canadian Medical Association have passed on 
to their reward: 


qh P 


 Gilhuly, Minnedosa 
W. Hicks, Winnipeg 


We mourn their departure and offer our tribute of sympathy 
to those bereft of their presence. Our Association has been 
greatly aided by these men and owes much to their efforts in 
its behalf. 

Respectfully submitted. 

Ross Mitchell, 
Chairman. 
35. 
By-Laws 


To the President and Executive of 
The Manitoba Medical Association: 

Your Committee asieat the 1957 proposed revision of 
By-Laws of the Canadian Medical Association received from 
Dr. Kelly for our perusal and comments. These were carefully 
gone over by your committee members and returned with 
comments to Dr. Kelly. 

Regarding the notice of motion for addition to Article II 
of the By-Laws of the Manitoba Medical Association: 

“The Second Vice-President having been elected to this 

position at a duly constituted Annual General Meeting of the 
Manitoba Division shall be the only candidate nominated to, 
and thus shall automatically become the First Vice-President, 
unless the membership at large present at a duly constituted 
Annual Meeting shall deem otherwise by a majority vote.” 
. Your Committee after discussion agrees with the proposed 
addition but wishes to suggest the same provision is even more 
desirable for automatic nomination and election of the First 
Vice-President to the Presidency “unless the membership at 
large present at a duly constituted Annual Meeting shall 
deem otherwise by a majority vote.” 

This possibility of change must not be entirely done away 
with due to possibility of human failure or inadequacy 
developing during office incumbency. This safeguard can be 
preserved without encouraging discussion or counter nomination 


_— by the meeting chairman of the motion to 

T. H. Williams, 
36. Chairman. 


Representative to Canadian Medical 
Association Executive Committee 


To the President and Executive of 
The Manitoba Medical Association: 
Your Representative to the Executive Committee of the 
Canadian Medical Association has attended all the meetings 
of the C.M.A. held during the past year and has acted as the 
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representative of the Canadian Medical 
Trans-Canada Medical Plans Commission and on the 


Committee to the Federal Minister of Health. The reports of 
the C.M.A. Executive Committee and of the General Council 
have been reported to your Executive from time to time and 
have been published in the Journal and need not be repeated 
in this report. 

During the past year the Canadian Medical Association has 
undertaken a re-organization of its and _ Special 


Committees in order to make the Association more e 
changing times, and the Constitution and By-laws have 
rewritten. It is evident to your representative that the it 
_— should also take similar action during the coming 


be instructed to appoint a special Committee on Organization 
whose terms of reference shall be to make recommendations 


for any es which are deemed necessary. 
submitted. 
R. W. Richardson, 
Representative. 


37. 
Representative to Canadian Red Cross 
. Society, Blood Service Advisory 
Committee 


To the President and Executive of 
The Manitoba Medical Association: 

The blood donor advisory committee of the Canadian Red 
Cross has not met during the past year. Your representative 
however, attended the annual meeting of the Canadian Red 
Cross Society, Manitoba Division, held in Deer Lodge Hospital 
in the spring at which time the association’s activities were 


reviewed. 

From time to time during the year the Red Cross has 
experienced difficulty in obtaining adequate blood from donors 
to meet the demands placed upon them by members of this 
association. In a letter circularized to all members in Manitoba 
in the summer of 1957, the Director of blood services brought 
this fact to the attention of the profession and again requested 
that doctors when ordering blood for patients make it a point 
to contact the available relatives and urge them to attend donor 
clinics in their areas to replace whatever was used. This point 
is of essential importance if the blood donor service is to be 
continued at its present level. 

addition members of the profession who are heavy users 
of blood will be receiving a statement at the end of the 
current year from the Red Cross. This statement outlines the 
amount of blood which has been ordered by the individual in 
question and the amount used and amount returned. This will 
serve to bring to the attention of the members of the profession 
the amount of blood returned from over-ordering. A high 
percentage of this returned blood is old and unable to be used 
in re-crossmatching for other patients. Again the committee 
requests that members of this association order their blood a 
little more conservatively. 

Respectfully submitted. 

W. A. Maclean, 
Chairman. 
38. 
Cancer 


To the President and Executive of 
The Manitoba Medical Association: 

On March 30, 1957, the Legislative Assembly of Manitoba 
assented to the Cancer Treatment and Research Foundation 
Act. This Foundation consists of a Board of 7 and not more 
than 10 members appinted by the Li G in 


According to the Act, there will be an Advisory Medical 


by the Minister of Health from a panel of 6 nominated by the 
Manitoba M Medical Association; 2 persons selected from a panel 
of 4 nominated by the College of Physicians and Surgeons of 


Manitoba; and 2 persons selected from a panel of 4 nominated 

The Act gives the Foundation very wide powers to establish 
laboratory and clinical facilities for investigation. In fact, 
under this Act, it is our interpretation that the diagnosis and 
treatment of cancer and all related activities—such as training 
personnel, etc.—could in the future be taken over by the 
Foundation. 

Since early in the year there have been no meetings of the 
Board, the Medical Committee, the Research Committee nor, 
as we understand, of the Executive Committee of the Institute. 
The annual meeting of the Board was not called this year so 
reports of the activities of the Institute for the past year have 
Medical Committee are concerned, » everything seems to have 
been in complete abeyance awaiting the appointment of the 
new Board in connection with the formation of the proposed 
Cancer Foundation of Manitoba. 

Respectfully submitted. 


Elinor Black, 
L. R. Rabson, 
P. H. T. Thorlakson, 
Chairman. 
Civil Defence 


To the President and Executive of 
The Manitoba Medical Association: 


1. During the past year, a Provincial Civil Defence Medical 


‘Plan has been completed, published and distributed on a limited 


basis as a security document. 

Copies are available for each sub area in the province (of 
which there are 18) and for Metropolitan Winnipeg. 

2. Your Committee recommends that each sub area, and 
particularly Metropolitan Winnipeg, should proceed with the 
development of local plans based on the information contained 
in the Provincial 

Once these plans are approved by Provincial Civil Defence 
H.Q., the formation of medical units and actual training should 
begin 


3. Your Committee recommends that a Provincial C.D. 
Medical Director, paid on a whole or part-time basis, should be 
appointed and encouraged to develop the Medical Planning and 
Training to a high degree of efficiency. 

4. Your attention is also drawn to the special March issue 
of the Canadian Medical Association Journal on Civil Defence 
and the useful information contained in it. 

5. Your attention is also drawn to the Report of the 
“Committee on Civil Disaster” of the Canadian Medical As- 
sociation, presented at the 1957 meeting, a copy of which is 
attached. Your Committee fully concurs with this report, par- 
ticularly the last two paragraphs. 

6. Your Committee feels that with the preparation of the 


part-time Provincial C.D. Medical Director. 
7. Your Committee herewith tenders its collective resignation. 
Respectfully submitted. 


40. 
Committee on Civil Disaster 


Since the Quebec Meeting of the Canadian Medical 
Association in 1956, some work has been done by hospitals all 
over Canada, toward organizing their staffs in preparation for 
the efficient handling of casualties resulting from disaster of 

any kind. This type of organization is, of course, now one 
a the requirements for hospital accreditation and no doubt 
all hospitals are continuing their effort to complete 


organization. 
the past year a Nucleus Committee consisting of 
including your Chairman. has studied the 


During 
three members, i 
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s are also familiar with Civil Defence planning for 
Canada, and have had the opportunity of attending courses at 
Defence College. Knowing the Civil Defence set-up 


Realizing this, your Nucleus Committee has tried to waite 
how the doctors of Canada could best fit their Civil Disaster 
planning into the broad scheme of ps Defence outlined 


and if we are not so prepared, when are we going 
to do something about it. Your Committee is of the opinion 
that organization of our hospital staffs for Civil Disaster is 


some place in the set-up and we should find 
dus bak ee he We would like to emphasize again 
that an important thing is to avoid duplication of effort or 
division of duties between medical workers organized for Civil 
Disaster and those organized for Civil Defence. The number 
of doctors, nurses. technicians, etc., available in Canada is 
known, the number of hospital beds in Canada is known, and 
every effort should be made to plan for the most efficient use 
of personnel and equipment, particularly when we know that 
in the event of an atomic disaster, many of the personnel and 
much of the equipment would be wiped out. 

Your Nucleus Committee would like to make the following 
suggestions: 

1) That the Federal Department of Health be urged to 
om 5 in the completion of hospital staff organization in each 

, particularly when financial aid is being given under 
a health scheme. 
Services Commission be asked to assist all hospitals in organ- 
ting their staffs and help them to fit their organization into 
the provincial medical set-up for Civil Defence. 

3) That the Canadian Hospital Association be asked to 
act through its provincial branches to urge the organization of 
each hospital staff into units of a size, appropriate to the 
number of beds and operating room accommodaticn available in 
their institution: (A workable example of such a unit organiza- 
tion may be found in Civil Defence Hospital Services Manual 

“Auxiliary Services and Hospital” page 10). 

4) ‘That The Canadian Medical Associatior. urge each of 
its provincial Divisions to bring to the attention of their branch 
societies the need for organization for Civil Disaster and the 
importance of having their members trained in the latest 
approved methods of handling disaster casualties. 


Courses for this purpose are available at Civil Defence 

men will avai ves of the opportunity of 

Up to the present, 
from scattered areas in Canada have this training. The 
Civil Defence review in the March Canadian Medical As- 
sociation Journal mentioned above, indicates that less than 
500 doctors from all of Canada have attended these courses. 
Your Committee suggests that this effort is not good enough. 
While it is true that provinical Divisions have jurisdiction and 
responsibility in their own areas, The Canadian Medical As- 
sociation must assist in every way possible in obtaining more 
candidates for this type of instruction. In a National Civil 
Defence exercise recently completed (May 10 and 11) doctors 
were conspicuous by their absence, while other workers, such 
as police, fire, welfare, transport, communications were all 
represented. The indifference of Canadian doctors in such 
efforts is being noted and questioned by other citizens who 
make time to train themselves for efficient service in disaster 
and do not accept the excuse that doctors are “too busy.” 

To overcome this criticism every branch of organized 
medicine must do its utmost to urge doctors to accept their 
share of professional and citizen responsibility. In the opinion 
of your Committee the organization of hospital staffs for 
Civil Disaster is only the first step, and in planning for this, 
the need of integration into a Civil Defence scheme must be 
kept in mind, The next step should be, in the opinion of 
your Committee, an increased effort by every branch of medi- 
cine to prepare themselves for every possibility. This can 
only be accomplished if many more doctors, including those 
in special branches of medicine avail themselves of the oppor- 

tunity of learning kow their services would be used. Your 
Nucleus Committee suggests that all doctors should recognize 
that this is a part of their duty as professional citizens. 

Personnel of Committee: 
Nucleus: 

Dr. A. J. McGanity, Kitchener (Chairman). 

Dy. B. T. Dale, Guelph. 

Dr. G. G. Lippert, Kitchener. 
Divisional Representatives: 

Dr. George Walsh, Vancouver. 

Dr. W. Bramley Moore, Edmonton. 

Dr. F. E. Werthenbach, Unity. 
J. T. MacDougall, Winnipeg. 
. G. C. McGarry, Niagara Falls. 

. McG. Gardner, Montreal. 

. H. Weyman, Saint John. 


J.T. MacDougall, 
Chairman. 
4l. 
Economics Committee 


To the President and Executive of 
The Manitoba Medical Association: 

During the past year the Economics Committee has received 
several subjects for study from the Committee on Economics 
of the Canadian Medical Association: 

1. Department of Economic Research. It is now agreed 
that such an office be established within C.M.A. The need has 
long been recognized and a full-time staff including a medical 
economist is in the planning. 

2. Relative Value Fee Schedule. Interest in this matter 
reached a stage for action at the Annual Meeting, 1956, at 
Quebec City. As a result the Economics Committees of the 
provincial divisions received the subject for review. Some divi- 
sions had already given preliminary consideration to it. As a 
result of their findings, which led to a full measure of agree- 
ment, the Committee on Economics recommended to the General 
Council at Edmonton that the study be made at a national 
level. The expense involved together with the desirable need for 


| 
problem of how to best obtain active cooperation of doctors in 
: Canada. The other members of this Nucleus Committee are 
an Dr. B. T. Dale, D.P.H., of Guelph, who was familiar with 
aS Civil Disaster problems in Europe during the last war, and 
that duplication of organizations must not be permitted. In 
some areas no Civil Defence set-up exists; in other areas Civil 
ing Defence organization has gone a long way in its planning and 
Ba includes the use of all hospitals and their staffs in their area 
ay in the event of an attack. Many areas have arranged sites for 
: 2 Auxiliary Hospitals, Casualty Collection Units and Advanced 
aes Treatment Centres. Government authorities have provided 
; equipment and supplies for use in such centres and in any 
civilian hospitals which might be left undamaged in the event 
< of attack. It is expected that soon every hospital in Canada 
: ; will be aware of the part it is expected to play in this Civil 
by organizing themselves into the staffs of the hospitals in 
which they work. By so doing each would know his place in 
the event of any disaster, civil or otherwise. 
; It is to be hoped that every doctor in Canada has read the 
ap March 1957 Canadian Medical Association Journal with its 
special articles on Civil Defence. All must have been im- 
ee pressed with the magnitude of effort which is required in 
: planning for the care of large numbers of casualties and have 
asked ourselves whether we are prepared for our part in the 
4 task of manning hospitals, Casualty Collection Centres, labora- 
; tories, x-ray departments and all the technical services that are 
r. W. KR. Fiouse, Fialitax. 
; Dr. E. Wilson, St. John’s. 
submitted. 
4 
{ 
i 
‘ 
‘ 
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specialist help from a statistician, a medical economist and 
probably others appeared to represent a problem which should 
not be duplicated across the country. General Council therefore 
}.s established a sub-committee to undertake the Project, pro- 
vided with terms of refevence relative to proper assistance and 
financial support. It is generally accepted that such a project 
me essentially to proposed department of Economic 
Rese 


3, The proposals of the recent and the present Federal 
governments concerning some health measures have led the 
profession to feel it shoud compose a plan or plans regarding 
comprehensive hospital, Bs: ei aid and even medical services. 
These, it is assumed, would represent the attitude of the pro- 
fession nationally and would be offered as alternative or addi- 
tional measures to those of government should they be forth- 
coming. The local Committee was in agreement with the 
Committee on Economics, C.M.A., that a master plan to apply 
to all divisions was not practical because of varying situations 
which in turn were influenced by new events. It was felt that 
on the basis of C.M.A. policy each division should continue 
to foster proper means of communication with provincial 
authorities, and thereby reveal to local ment the attitude 
of the profession to whatever measures ev 


of the profession, public and t should be formed foe 
this purpose was abandoned of the Manitoba Health 
Services Commission +“ 3 established. It is felt that perfect 
co-ordination between the Commission, which includes three 
members drawn from the profession, and the Minister of Health 
should guarantee a successful administration of the Manitoba 
Health Services Act as it now exists. 

However, the continuing appearance of new political issues 
affecting health services indicates some change should be made 
in the profession. Based upon principles presented by Dr. M. R. 
MacCharles and others at Edmonton, the Economics Committee 
is presently suggesting the following. A small group should be 
formed by the profession to represent it in affairs involving 
government. Its personnel should be chosen on the basis 
experience with medical matters as they are related to the 
public and the government. Their term 
relatively long in order to reach 
background 


Executive Committee has not yet had an opportunity for con- 
sideration of this suggestion. 

4. In the local field the Economics Committee was given 
the opportunity of examining briefs from two special groups 
within the profession. Thus the radiologists and pooh am 

are seeking to establish the professional services they provide 
cule hospitals on a fee-for-service basis. This principle has 
the support of the profession for these specialties generally and 
is favored in Manitoba. The method by which the practice is 
established will be arranged between these members of the 
profession and the hospital bodies. 

5. In Rehabilitation, the Economics Committee sought to 
interpret a request from the Medical Advisory Board of the 
Rehabilitation Commission relative to payment for medical 
services rendered patients treated under the auspices of the 
Society for Crippled Children and Adults. The Economics 
Committee was in favour of extending the services of the 
Society to cover all indigents requiring rehabilitative services. 
The Medic Advisory Board however, fle this co be impra 


The Manitoba Medical Association: 
In the period from July 1, 1956¢to June 30, 1957, the 
the Canadien 


Ross Mitchell, 
Chairman 


Editorial 


To the President and Executive of 
The Manitoba Medical Association: 


the improvement in the quality of scientific material published 
in the Review, as well as in better coverage of the activities of 
the Executive of the M.M.A. It devoted a great deal of 
attention to the difficult problem of securing a steady flow of 

articles for the Review. 
Dr. R. H. MacFarlane has been entrusted with the task of 
the readers of the Review the views of the 
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nce able to refute the charges successfully and where indicated to 
ore make satisfactory changes. 
of Respectfully submitted. 
ors K. R. Trueman, 
“he Chairman. 
As- 42. 
oe Editorial Board of the C.M.A. Journal 
gh. To the President and Executive of 
ind 
As- 
ore 
Goodhand, J. T, MacDougall, J 
ach Alcock, M. H. L. Desmarais, J. R. Taylor, E. J. N. Briggs, : 
all A. J. D. DePape, G. Hogg, J. R. Mitchell, H. Medovy, J. A. 
ach Hildes, J. Doupe, A. Gibson, D. L. Kippen, A. A. Klass, 
yho L. Kovacs, J. Matas, A. J. Glazebrook, F. A. L. Mathewson, 
ster H. Reed, E. L. Ross, O. Schmidt, M. McLandress, L. 

Cruikshank, K. R. Trueman, C. H. A. Walton, L. G. Bell, 
wes Israels, H. Bensley, J. Kaminsky, V. J. H. R. F. Myers, 
rere D. Swartz, E. Stephenson. 
for The number of the contributors, their scholarship and the 
his, relation of the studies to local conditions are an index of the 
be standing of Manitoba doctors in Canadian and international 
tm Obituaries of deceased members of our Association and 
oe notes on Medical happenings in the province are sent to the 
ose 
Respectfully submitted. 

43. 

three times during 

1957. 

It has made valuable recommendations which resulted in ; 
well-trained and enlightened nucleus would be available to 
provide support and leadership for use by the Executive whose 
membership elected for short terms as it is, must be often ata - 
disadvantage through lack of continuity. At time of writing 
personnel and terms of reference can only be tentative as the 

ecutive Om matters OF intere e 

Dr. K. Borthwick-Leslie has continued to inform and delight 

the readers with her charming and humorous Social Column, 

which has become a permanent feature of the Review. 
va Mr. Gordon Whitley, the business manager of the Review, 

has given the Committee his full co-operation. 

S. Vaisrub, 
Chairman. 

ived 44. 
nics Ethics 
al To the President and Executive of 
The Manitoba Medical Association: 
lical Your committee on Ethics has convened on four occasions 

to study specifically the question of dichotomy in our Province 
tter and to interpret the present method employed by the Manitoba 
in allotting fees fees where 
"the principle that public wards should be used in the case of true mcte one doctor is concerned in ey eal ancy ype 
Jivi- indigents whenever possible. The Economics Committee made a method of fee-splitting. This study has been requested by 
a use of this opportunity to present to the Executive Committee the Surgical Section of Manitoba Medical Association. 
sree- of M.M.A. as well as to the Medical Advisory Committee, a It is the opinion of your Committee that the present method 
eral number of complaints arising from members of the profession employed by the Manitoba Medical Service in allotting fees 
onal relative to the proceedings of the Society. It must be pointed where more than one doctor is concerned in the care of a 
| for out that in most cases the medical Advisory Committee was patient is not a method of fee-splitting in the sense that it is 
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reaches ‘therapeutic b ood evels rapidly 


almost exclusively in the plasma 

in its active “free” form. 

indi per foblet or te 


November, 1957] 


The Manitoba Medical Review 651 


of money among participating doctors by a third party. 

This view 2 consonant with the definition of dichotomy 
submitted at the April meeting of the Executive of the 
Manitoba Medical Association. It is also in accord with the 
resolutions of the Royal College of Physicians and Surgeons to 
the Executive of the C.M.A. — 1957) which follows: 

(a) “Be it resolved that this Council urges the C.M.A. 
through its provincial divisions to take active steps to see that 
the method of remuneration is such that each doctor should be 
able to render a separate account and receive a reasonable fee 
for his services whether the patient is insured or not. 

(b) “Be it resolved that this Council strongly suggests to 
the C.M.A. that it approach all insurance carriers of enedical 
risks and indicate to them that the splitting of fees is contrary 
to medical ethics, whether done by a doctor or a third party, 
and that each doctor involved in a case must be paid for his 
services on an individual basis.” 

It is recommended that breaches of ethical practice should 
be dealt with by the disciplinary committee of the College of 
Physicians and Surgeons and they should be empowered to 
investigate through the services of a certified chartered 
accountant the books of any practicing physician or surgeon 
at their discretion. 

The above proposal, in our opinion, is more in keeping 
with the requirements and dignity of the medical profession 
than are those inherent in the aims of the Columbus Plan. 


Respectfully submitted. 
A. G. Dandeneault, 
Chairman. 


Sickness and Accident 


To the President and Executive of 
The Manitoba Medical Association: 

The activities of this committee have been limited this past 
year to the study of our sickness and accident group insurance, 
with the objective being a review of the whole plan. This 
study is still not complete due to reasons not of our own. 

It is hoped that there will be some revision in our rates, as 
well as an introduction of several new options into our contract. 
These findings will be communicated to the membership as soon 
as they become available. 

Respectfully submitted. 

M. J. 


Hospital Relations Committee 


To the President and Executive of 
The Manitoba Medical Association: 
In the past three years several very pressing problems have 
arisen which affected the relationship between the hospitals and 


Units. 

The first problem brought to the committee’s attention dealt 
with hospital bed utilization. Mr. Sprague of the M.H.S.A. 
appeared before the Executive of the M.M.A. to discuss this 

. He pointed out that because of rising costs and 


increased hospital stay, a rise in the premium rate to the sub- 
scriber seemed inevitable, and since it is the doctor who admits 
and discharges the patient and who orders various investigations 
etc., then obviously the doctor is in the best position to prevent 
over-utilization of any of the services. The M.H.S.A. asked 
whether the M.M.A. would consider setting up a Medical 
Advisory Council to work with the M.H.S.A. on this problem. 
Besides gathering useful information, such a committee could 

review cases wherein some existed as to the reason 
for admission or investigation, etc. After considering this 
— the Committee concluded that: 

1. There is now a Medical Committee nominated by the 
M.M.A. at the request of the M.H.S.A. whose duty it is to 
review and advise on all doubtful cases. This Committee acts 
on such cases at the request of the M.HL.S.A. or of the doctor 
in charge of the case. 

2. Every hospital has (or should have) a Review ontier 
Tissue Committee composed of members of its medical staff 
When a question arises as to the propriety of admission for 
treatment and investigation of any given case, then that hospital 
— ittee has the authority to review such a case and deal 
with it. 

3. The M.M.A. is not a disciplinary body; it cannot and 
does not wish to usurp those functions which belong to a 
hospital medical staff. Nevertheless the M.M.A. is most wil- 
ling to assist in all matters pertaining to the welfare of the 
people and to the efficient use of hospital facilities. The 
M.M.A. have encouraged the M.H.S.A, to send its repre- 
sentatives to address medical meetings or medical groups on 
the subject of hospitalization and how to make most efficient 
use of all existing facilities. 

The second problem has to do with medical reports on 
people seeking membership in the M.H.S.A. In the past it 
had been the practice for the doctor to waive a fee for an 
“admission” medical report. However, in the past few years 
there has been a great increase in the number of such reports 
and some of them are very time-consuming. Even a “short” 
report means a review of the patient’s history and frequently 
a review of hospital reports as well. As long as the profession 
was dealing with a non-profit organization (as opposed to 
Insurance companies, etc.) the Executive and the membership 
at large felt that we could forego the fee. But for the reasons 
already stated above and because of the strong possibility of 
unversal hospitalization, the Executive now feels that a fee of 
$3.00 for a short report and $5.00 for a more detailed review, 
be charged. 

The third and most difficult problem is that of the 
relationship between the Radiologists, ee Physiatrists, 
etc. on the one hand, and the patient and the hospital on the 
other hand. Briefly, the present situation is as follows: 

Because Federal, Provincial and Municipal monies are now 
made available to hospitals, there is of necessity much greater 
control exercised by government agencies over hospital expendi- 
tures. You are all familiar with the fact that Radiology and 
Pathology units are being installed in hospitals by the Govern- 
ment, with the understanding that the services offered to the 
patient by these Departments are done so at cost. Furthermore, 
the Government has set up a rate board whose duty it is to 
review the projected budgets of all hospitals and on the basis 
of these expenditures, the Board sets the standard ward rate. 
This suggested standard ward rate (or public ward rate, as it 
used to be called) is regarded as the nominal operating cost for 
standard ward care and is the amount paid in to a hospital for 
the care of the standard ward patient. (Such monies are 
refunded by the patient wherever possible.) In addition to 
this, our Provincial Government has set up health units and 
Xray and Laboratory units in certain areas of the province 
wherein patients may receive X-ray investigation and certain 
laboratory tests at a very low cost, certainly at less than can be 
provided for by a private practitioner. To date the relationship 
between the Government and the hospitals has been a good one 
and the Government has accepted the recommendations of the 
hospitals insofar as the costs of radiology and pathology are 
concerned. These in-hospital medical services are paid for 


45. 
| 
sabe fession in particular, To deal with these matters your Executive 
; appointed a Committee on Hospital Relations and this com- 
mittee, consisting of Doctors Marjorie R. Bennett, M. H. L. 
Desmarais, Eyjolfur Johnson, C. W. Wiebe, J. M. Lederman, 
: M. K. Kiernan, D. N. C. McIntyre and Ruvin Lyons with the 
: latter as chairman, was to report to this Annual Meeting. The 
qe committee availed itself of the services uf Dr. K. R. Trueman, 
ye Chairman, Economics Committee, Dr. D. W. Penner, Secre-. ; 
sie tary, Canadian Association of Pathologists and Dr. R. A. 
ae Macpherson, Professor of Radiology. On two occasions the 
: = chairman discussed pertinent matters with the Committee on 
a: Economics. Once we met with the Executive of the Associated 
: Hospitals of Manitoba to discuss matters of mutual interest 
s and once with Dr. M. R. Elliott, Deputy Minister of Health 
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from Government funds, and from prepaid hospital and insur- 
ance plans. Insofar as the management of the various hospital 
departments is concerned, this is left to the hospitals, who make 
their own arrangements with the Radiologists, Pathologists, etc., 
on a mutually satisfactory basis. 

These groups of doctors believe that the principle of a 
fee-for-service relationship between the doctor and the hospital 
patient can, and should be, maintained. This can be effected 
as long as the patient is made to realize that these in-hospital 
medical services are offered by the doctor and not by the 
hospital. This principle has been approved by the profession 
at large through the C.M.A. at the 1956 Annual Meeting. 

Now, with the possible advent of universal hospitalization, 
the position of the Radiologist, Pathologist and Physiatrist be- 
comes more le insofar as the possibility of public control 
and supervision is concerned. For the present time, the Radi- 
ologists believe that they have made a satisfactory arrangement, 
in that the hospital has agreed to state on its charge bill that, 
eg. the X-ray services were performed by Dr. John Doe, the 
fee being $X.00. Pathologists are still working on a plan which 
they too hope will make it possible for them to be recognized 
as individuals who are on a “fee-for-service” basis rather than 
as employees of an institution. The Physiatrists too are in the 
process of working out a similar plan. Whether these present 
arrangements or any future arrangements which are made, will 
be carried out, if and when universal hospitalization is adopted, 
remains to be seen. It is the feeling of your Committee that 
every possible safeguard should be taken to prevent any 
group or groups of medical practitioners from becoming state 
employees, in principle or in fact, without their acquiescence. 
Furthermore, the Committee feels that it should be the duty 
of organized medicine as a whole to assure such groups of 
doctors that no changes in their status as medical practitioners, 
nor changes in quality of medical services nor changes in the 
fee structure of such services, will be instituted without prior 
consultation with the representatives of these groups. The 
Committee strongly urges all groups that no unilateral action 
should be taken by any one group on their own behalf without 
prior consultation with their Medical Association. 

Respectfully submitted. 

Ruvin Lyons. 
Chairman. 
47. 
Industrial Medicine 


To the President and Executive of 
The Manitoba Medical Association: 

This Committee did not convene during the year, but a 
survey is being undertaken to ascertain the most prevailing 
accidents in each industry. It is hoped this will be completed 
early in 1958. 

Respectfully submitted. 

K. I. Johnson, 
Chairman. 
48. 
Legislation 
To the President and Executive of 
The Manitoba Medical Association: 

This committee held several meetings in the past year, both 
alone and in ye came with the legislative committee 
fifteen. These meetings d ealt primarily, with the optometrists’ 
request for a change in the Optometrist Act. As a result of 
these meetings, a brief was submitted, by our legal advisor, to 
the government, in this regard. 

The only other problem to be dealt with was a letter 
concerning a request that the M.M.A. approach the provincial 
government concerning a suggested change in the Coroner’s 
Act. After due consideraticn, it was agreed by your committee 
that the request was based on a misconception of the Act and 


accordingly, no further action was taken. 


A. B. Houston, 
Chairman, 


Respectfully submitted. 


49. 
Maternal Welfare 


To the President and Executive of 
The Manitoba Medical Association: 
I beg to give the following report: 
The committee held two meetings throughout the year: 
(1) to discuss a letter from the central committee re im- 
methods of review of maternal deaths and a 
national review of the use of abortifacients in Canada, 
(2) to discuss the report of the Vital Statistics Department 
of the Manitoba Government and make recommenda- 
tions for improvement. 
The report of the Vital Statistics Department is as follows: 
MANITOBA BIRTHS 
(excluding Stillbirths) with Rates per 1,000 Population 
1956 


Live Births Number Rate 
White 21,012 25.3 
Indian 1,168 55.7 

All 22,180 26.1 


Manitoba — 1956 
White and 
Half-Breed Indian All 
Toxaemias of Pregnancy 3 
Complications Arising 
rom Pregnancy 1 
With Specified 
Totals 5 ir 6 
Number per 1,000 Live Births. 0.2 09 03 
MATERNAL DEATHS BY AGE 
Manitoba — 1956 
20 - 24 years 1 
25 - 29 years 2 
30 - 34 years 2 
35 - 39 years 1 
6 
MATERNAL DEATHS BY MONTH 
Manitoba — 1956 
January 1 
February 2 
July 1 
October 1 
December 1 
MATERNAL DEATHS BY PLACE OF DEATH 
Manitoba — 1956 
City Hospitals 1 
Other Hospitals 4 
1 
MATERNAL MORTALITY RATES 
Manitoba — 1952-1956 
1952 0.5 
1953 08 
1954 0.5 
1955 0.7 
*1956 0.3 


*1956 Vital Statistics Final Figures. 
1952-1955 Dominion Bureau of Statistics Final Figures. 
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MATERNAL DEATHS BY PLACE OF RESIDENCE 


Manitoba — 1956 
Towns and Villages (1,000 plus population) —..________. 2 
Rural Municipalities 
Local Government Districts 1 
Indian Reserves 
Total 6 
MATERNAL DEATHS BY RACIAL ORIGIN AND AGE 
Manitoba — 1956 
Racial Origin Ages Number 
English 21 1 
Irish 33 and 34 2 
Scottish 26 and 29 2 
Treaty Indian 36 1 


The committee wishes to go on record of approving a more 
detailed investigation of each maternal death by the committee. 
At present the only information received is reports from the 
Division of Vital Statistics, Department of Health and Public 
Welfare of the Province, and this information does not include: 

(1) Autopsy reports. 

(2) Occasional maternal death attributed to cause other 
than obstetrical (e.g., brain tumor). (There were two 
such cases in 1956 not included by the Vital Statistics 
Division in their annual report.) 

Fon Ma recommends that the following should be 

be forwarded to the chairman. 

(2) All female deaths in which the answer to Question 
No. 27, on the Official Registration of Death form, is in 
the affirmative, should be referred to the committee by 

em. 

All deaths were reviewed. It was noted that 2 of 8 deaths 

were due to toxaemia of pregnancy, which point up the necessity 

for early hospitalization and active treatment of all patients 
suffering from toxaemia. Two deaths, and possibly a third, 
were due to criminal abortion. One death was an 

woman who was unattended at birth, and two deaths (referred 
to above) were due primarily to medical causes. The Maternal 

Mortality Enquiry Form had been conscientiously completed in 

all cases. It was noted of this small number of deaths the 

majority occurred in rural areas. 

The committee recommends that the two deaths not included 
in the Vital Statistics report should be included. These were: 

(1) death due to brain tumor immediately following par- 
turition, 


(2) death due to lupus erythematosus five days following 


parturition 

Correspondence with the Registrar, Division of Vital Statis- 
tics, concerning the two deaths and the wording of Question 
No. 27 of the Official Registration of Death Form (“Was death 
associated with pregnancy?”), was discussed. It was agreed 
that the wording was satisfactory in all the new forms, but 
ambiguous in the older forms. It was on an older form that 
a pathologist, who completed the form, answered “no” to the 
query where it should have been “yes.” The committee 
recommends that the Division of Vital Statistics withdraw all 
old forms which may still be in use. 

The committee wishes to thank all members of the profession 
for their interest and care in completing records: of ma 
deaths, and to encourage, once again, complete autopsy exami- 
nation in all 

The following report is appended: 

“1. Every maternal death should be investigated to ascertain 
the cause of death. 

units representing 10,000 annual live births as a district. 
vincial branches to be responsible for this organization. 

3. The cases should be surveyed by the local practitioners 
in the first instance but these may, at the d'rection of the local 
Committee be discussed anonymously. 


4. It is suggested that an independent observer be invited 
to sit in at this discussion. 
special skills in the field to be discussed, e.g. toxicology or 
biochemistry. 

5. A permanent record of the proceedings is to be made 
and two copies filed with the Provincial Maternal Welfare 
Chairman, who will in turn forward one copy with any com- 
ments he deems necessary to the Central Maternal Welfare 
Committee Chairman. 

6. It is submitted that the definition of a maternal death 
include all women who die while pregnant or within thirty 
days of the termination of the'r pregnancy.” 


Respectfully submitted. 
James R. Mitchell, 
Chairman. 
50. 
Medical Education 


To the President and Executive of 
The Manitoba Medical Association: 

The Committee for Medical Education has helped to arrange 
the professional part of the program of the various district 
Medical Societies during the year 1956-57. These are as 
follows: 

Brandon and District Medical Association —3 meetings. 

Central District Medical Society — 1 meeting 

Northern District Medical Society —3 meetings 

Northwestern District Medical Society — 2 meetings 

North of 53 District Medical Society -— 2 meetings 

Southern District Medical Society —1 meeting. 

As well as this the Committee arranged the annual Re- 
fresher Course for April 9th, 10th and 11th. The Department 
of Pediatrics, University of Manitoba aad the School of 
Nursing, Winnipeg General Hospital, conducted an Institute 
on Newborn and Premature Care, on April 12th and 13th, and 
the doctors attending the Refresrer Course were also able to 
attend this Institute. 

There were 71 doctors registered for the Refresher Course, 
43 from Rural Manitoba, 3 from Ontario, 2 from Saskatchewan 
and 2 from Minnesota. 

Respectfully submitted. 

J. P. Gemmell, 
Chairman. 
51. 
Nursing 


To the President and Executive of 
The Manitoba Medical Association: 

The Committee has had one preliminary meeting to discuss 
the problems of nursing. The only concrete suggestion was 
that some effort would have to be made to increase the number 
of practical nurses to about four times the present number in 
the next few years. 

Respectfully submitted. 

A. M. Goodwin, 
Chairman. 
52. 
Pensions Committee 


To the President and Executive of 
The Manitoba Medical Association: 

Following representations by various groups, including the 
C.M.A., the 1957 Federal Budget made provision for deferment 
of income tax on government approved retirement savings 
plans, to include self-employed persons. 

A letter sent to members from the Association office March 
19th indicated that a study of various plans was under way and 
suggested that action be deferred until recommendations of the 
C.M.A. and the Manitoba Division had been received. Pro- 
posed plans were outlined in the May and August-September 
issues of the Review. At a meeting of the Executive Committee 
on September 25th the Canadian Medical Retirement Savings 
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Plan was approved and recommended to members. A brochure 
with application card has already been forwarded to each 
C.M.A. member and a representative of the plan will attend 
the Annual Meeting to answer further questions. Members 
are advised that the Dominion Government annuities are still 
ivailable for basic coverage. 
Respectfully submitted. 
M.S. Hollenberg, 
Chairman. 
53. 
Pharmacy 


To the President and Executive of 
The Manitoba Medical Association: 

It has not been necessary to call a formal meeting of the 
Committee this year. Suggestions from members, contacted 
individually, were forwarded to the nucleus committee in 
Toronto, r ing some proposed or tentative alterations in 
Food and Drugs legislation. 

Respectfully submitted. 

M. J. Ormerod, 
Chairman. 
54. 
Post Graduate 


To the President and Executive of 
The Manitoba Medical Association: 

This committee, as usual, held a good many meetings leading 
up to what was, I believe, one of the better annual refresher 
courses held this year, April 9 to 11, inclusive. Guest speakers 
were Dr. Lawrence M. Rumball of the Mayo Clinic; Dr. W. 
Donald Ross, University of Cincinnati; Dr. Donald Webster, 
McGill University. 

Respectfully submitted. 

A. B. Houston, 
Representative. 


Professonal Policy Committee 


To the President and Executive of 
The Manitoba Medical Association: 
The Professional Policy Committee’s (P.P.C.) first annual 
report is herewith submitted. Approval for the formation of 
this new permanent Committee was given at the 1956 annual 


55. 


Commission Report was requested. Up to the Summer recess 
at the end of June, 13 meetings were held, all in part or in 

Seventeen of the recommendations were non-controversial 
and Committee concurrence was unanimous. These included a 
suggestion that the M.M.S. schedule for house calls should be 

equalized with payments raised to the present Specialist rate 
and that in order to ag payment in Surgical cases to 
the a Doctor, whether he be General Practitioner or 
he should submit directly for all services rendered 
and that payment should no longer be dependent on the 
“To this the Committee added the rider 
that nothing in their deliberations is meant to indicate that 
there is to be payment for the act of referral.” Two items, 
however, provoked considerable discussion and absorbed a great 
proportion of the Committee effort. The lesser of these 
related to the development of a Relative Value Fee Schedule. 
Although all agreed to the need, there was hesitancy regarding 
the launching of such an undertaking until the place of a 
General Council and by the M.M.A. Economics Committee 
during 1956-57, was clarified. At the 1957 annual meeting 
in Edmonton the establishment of a Department of Medical 
Economics was recommended with instructions that priority be 
given to the development of Relative Value Fee schedules 
working with the various Division Committees. At a joint 
meeting of M.M.A. Officers, M.M.S. Executive Committee 
and the members of the P.P.C., July 22, 1957, it was agreed 
that work towards the development of a Relative Value Fee 
Schedule should commence immediately. No doubt, this will 
take a large part of the Committee’s activity during 1957-58. 

A major share of deliberation was directed to Section 11 
which recommended that “Assistant’s fees should be paid out 
of the general fund and not taken from the Surgeon’s fee.” 
After confirming by a joint meeting with the Association 
executive that the Committee should feel free to make whatever 
suggestions the majority willed, a majority recommendation 
against the implementation of this section was forwarded to 
the executive. A minority report, favoring implementation, 
signed by two members of the Committee was also filed. 

Along with the above, 28 recommendations were made 
regarding the payment for specific procedures covered by M.M.S. 
contracts. Some of these were new and some represented 


increases or decreases in the present schedule. 

During the year, Dr. J. C. MacMaster, Executive Director 
of M.M.S., attended most meetings as an ex-officio member of 
the Committee. 


by all. 
Respectfully submitted. 


His interest and assistance were appreciated 


Hugh 


harman. 


56. 


Public Health 
To the President and Executive of 
The Manitoba Medical Association: 

As there were no meetings held in the past year of the 
Public Health Committee of the Manitoba Medical Health 
Association there is nothing to report. 

Respectfully submitted. 


R. G. Cadham, 

Chairman. 
57. 
Public Relations 


To the President and Executive of 
The Manitoba Medical Association: 
Ic was felt that a public statement should be made by the 


Association on the danger of National pager regs causing 
unnecessary and sae to hospital stay, thus making admission 
difficult for those who really need it. This 


suggestion was 
vetoed by the executive. Since then the principle of National 
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of the Special Commission of the Manitoba Medical Association 
(M.M.A.). By resolution at that meeting it had been agreed 
that the new Committee should be composed equally of 
appointees from the General Practitioners Association and 
Specialise Blocs. Later conjeine mesting of the old and new 
M.M.A. Executive Committee agreed that five members should 
be appointed by each group. All members of the Association = 
were so informed by circular letter dated December 11, 1956, 
and the groups were invited to decide upon their representatives. 
On January 25, 1957, the Association President convened the 
organizational meeting of the new Committee which was made 
up of Doctors: W. J. Hart, D. N. C. McIntyre, W. G. 
Newman, M. J. Ranosky and A. J. Winmestock from the 
General Practitioners’ Association (Dr R. O. Flett replaced Dr. 
Hart at the final meeting) and Doctors: F. G. Allison, S. 
Israels, M. K. Kiernan, D. Parkinson and O. A. Schmidt 
representing the Specialist Blocs. 
The duties of the new group as outlined in the Special 
Commission report include Fees and Fee Revision and the con- 
sideration for the executive of all M.M.S./M.M.A., policy 
relations. Because all reports are made to the M.M.A. 
executive it has not been possible for the P.P.C. to keep the 
membership, as a whole, informed of all its deliberations and 
decisions. The Committee members were therefore pleased to 
be assured that the Review will continue to provide its recently 
expanded coverage of Association executive meetings. 
The regular work of the Committee commenced February 7, 
1957, when, under the chairmanship of the Association 
President, a review of the 19 recommendations of the Special 
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Hospitalization has been accepted by a majority of the pro- 
vinces. It is to be hoped that when the act is enough 
deterrent payment will be required from non-indigents to dis- 
courage unnecessary or over prolonged hospital stay. 

The tenure of office of Mr. Magnus as P.R. representative 
of M.M.S. was marked by a great improvement in the Public 
Relations of that organization. More co-operation between 
M.M.S. and your committee is desirable. 

Respectfully submitted. 

F. Gerard Allison, 


Chairman. 


Rehabilitation Committee 


To the President and Executive of 
The Manitoba Medical Association: 

The Rehabilitation Committee of this Association comprises 
an Advisory Committee to the Manitoba Rehabilitation Com- 
mission. The functions of this committee are: 

(1) The determination and responsibility for medical policy 
in relation to the Provincial Rehabilitation Program. 

(2) To exercise a general supervision over the medical policy 
of the central rehabilitation agency, the Society for Crippled 
Children and Adults, through which the majority of rehabilita- 
tion services are provided. 

(3) The co-ordination of existing and potential medical 
resources in relation to the Provincial Rehabilitation Program. 

Since its formation in January 1955, the Medical Advisory 
Committee has held thirteen formal meetings. Many members 
of the Medical Advisory Committee have also attended meetings 
of subcommittees which have dealt with specific issues. For 
greater clarity I will comment, item by item, on the various 
matters which came under consideration. 
gr of Paraplegics 

Prior to March 1956, almost all civilian traumatic paraplegics 
were treated at Deer Lodge Hospital through a ge arrange- 
ment with the Canadian Paraplegic Association. In March 
1956, the Winnipeg Municipal Hospitals included in their 
broad program of physical restoration a treatment unit for 
paraplegics. During the past year, a subcommittee of the 
Medical Advisory Committee of Rehabilitation made a study 
of the treatment facilities at the Deer Lodge Hospital and the 
Winnipeg Municipal Hospitals to assure themselves that treat- 
ment facilities in both centres were adequate and that there was 
no unnecessary duplication of services. This ommittee, 
chaired by Dr. T. E. Holland and including Drs. A. J. W. 
Alcock and J. G. Pincock, visited both centres and held several 
meetings to review their cbservations. The subcommittee 
reported to the Medical Advisory Committee that it is desirable 
that both treatment centres be available in this Province and 
that in fact. there is no unnecessary duplication of effort. At 
the present time, paraplegics with residence in the City of 
Winnipeg are treated at the Winnipeg Municipal Hospitals, 
and those with residence elsewhere, are treated at Deer Lodge 
Hospital. Because of the limited facilities at the Winnipeg 
Municipal Hospitals for a large scale treatment program, the 

e arrangement appears to be very satisfactory. 

Medical Policy of the Society for Crippled Children 
and Adults of Manitoba 

The Society for Crippled Children and Adults was ap- 
pointed in July 1955 by the Provincial Government as the 
central rehabilitation agency. The determination and responsi- 
bility for the medical policy of the Society was vested in the 
Medical Advisory Committee on Rehabilitation. The medical 
policy on adults was as follows: 

a) Indigent -—defined as a person who is dependent on 
public bodies or relatives for support and has no resources with 
which to meet medical costs. Where a single consultation is 
requ‘red, the disabled person is referred by the Society to one 
of the teaching hosvitals. If treatment is indicated this is 
done through Staff Service. All other rehabilitation services 
required by the patient are provided by the Society through its 
own resources or by co-opting the services of other community 
tesources., 


b) Medical Indigent — defined as a person who at the time 


of application for rehabilitation services is not dependent upon 


public bodies or relatives for support, is usually a tax payer, 
but does not have sufficient resources with which to pay for 
the costs of his rehabilitation. He may, however, be 
Where specialist consultations are 
required, the patient is referred to a specialist selected by the 
patient’s own doctor and the specialist is paid by the Society 
in accord with M.M.A. Schedule of Fees. If medical treatment 
is indicated, this is provided by the doctor of the patient’s 
choice and medical fees are paid for in accord with the M.M.A. 
Schedule of Fees. The rehabilitation officer from the Society 
works very closely with the patient’s doctor and the patient in 
carrying out the total rehabilitation plan. 

c) Private Patient —defined as a person who is able to 
meet all medical rehabilitation costs. In these cases the Society's 
rehabilitation officer works with the patient’s own doctor and 
the patient in carrying out the rehabilitation objective. The 
private patient may be unable to meet costs of prosthetic ap- 
pliances, out-patient therapy. etc. If this is the case, costs are 
met by the Society. 

In certain cases whether indigent, medical indigent, or 
private, because of the nature of the case, it is indicated that 
the patient should be seen at a rehabilitation assessment clinic. 
These clinics are held in.the Winnipeg General, St. Boniface, 
and Winnipeg Municipal Hospitals and are designed to provide 
the concerted approach of various specialties to the particular 
case. More detailed reference is made to rehabilitation assess- 
ment clinics later in my report. 

Due to the changes in Hospital Rate Structure in January 
1956, the character of out-patient departments changed and 
out-patient services became available to a larger group. It was 
noted that many of the patients who were medical indigents as 
defined above were in effect eligible for medical services through 
out-patient departments and staff service of teaching hospitals, 
The Medical Advisory Committee therefore deemed it advisable 
to make full use of existing resources and to study the need fcr 
a change in the medical policy followed by the Society. 

At the January 1957 meeting of the Medical Adv’sory Com- 
mittee, considerable discussion centred around the elimination 
of the medical indigent category and retaining the categories of 
indigent and private patient. The Medical Advisory Committee 
recommended that we obtain from the Economics Committee 
of the Manitoba Medical Association an expression of opinion 
regarding the elimination of the category of medical indigency 
and retention of the two other categories of indigent and pr:vate 


patient. 
At the March 6th 1957 meeting of the Medical Advisory 


paid to be determined by members of the Medical Adv'sory — 
Committee on Rehabilitation and the Society. In order to 
maintain teaching material refer as many cases as possible to 
the hospital clinics for assessment instead of sending them 
d'rectly to a specialist as is often done.” 

The Medical Advisory Committee on Rehabilitation dis- 


services and that these services are effectively integrated into 
a sound total rehabilitation plan. In cases where a resource is 
not available to provide a specific service. then this might have 
to be purchased by the Society depending upon the financial 
ability of the rehabilitant. The out-patient services of the 
teaching hospitals are considered to be an ava'lable resource to 
a certain group of patients. The Committee felt that as long 


Economics Committee relative to the above. The main recom- 
mendation of the Economics Committee was “to classify all 
indigents and medical indigents who are eligible becauce of 
the nature of their disability for rehabilitation serv:ces, into one 
cussed the above at considerable length. The methods employed 
by the out-patients departments of the Winnipeg General and 
St. Boniface Hospitals were thoroughly reviewed. The Com- : 
mittee noted that the responsibility of the Society for Crippled 
Children and Adults is not necessarily to provide medical or 
other services but to ensure that the patient gets to the available 
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In a new study of vaginal trichomoniasis in 
which Vacisec* liquid and jelly were used, 
Albert Decker, M.D., reports: “The organ- 
ism is destroyed by ‘explosion’ within a few 
seconds after contacting the [trichomona- 
cide} .. .”! 


Vieiuc liquid and jelly, used by the Davis 
technique,t offer a new approach to success- 
ful treatment** of vaginal trichomoniasis.!- 


High rate of success — Of 65 women con- 
sidered to have adequate treatment,** 63 
were freed of trichomoniasis. ‘““There was im- 


by ‘explosion’ 
within a few 
seconds...’’ 


mediate relief of symptoms . . .” and no post- 
treatment recurrences. 

Vaginal infections yield promptly — With 
VaciseEc liquid and jelly, 58 of the 59 re- 
infection-free patients showed negative smears 
after three or four weeks of therapy and re- 
mained negative through three successive 
menstrual periods — a criterion of cure. Once 
extravaginal foci were eliminated, four more 
cases cleared rapidly. The two failures were in 
patients whose husbands were infected too, 


Explosion unique — Only Vacisec liquid 
and jelly explode trichomonads after 15 sec- 
onds’ contact.3 A detergent, a chelating agent 
and a wetting agent, combined in balanced 
blend, act to weaken the parasites’ cell mem- 
brane, remove waxes and lipids and denature 
the protein. Then trichomonads imbibe 
water, swell and explode. 
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men, rate of “cure” averages better then 80 
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Committee. 
It was therefore felt that there are really two i 
only, namely, the indigent who qualifies for public service and 


The Medical Advisory Committee the following resolu- 
tion: “Whereas the medical profession recognizes the need of 
providing medical care at no or nominal cost to the indigent 
group as determined by the specialists concerned; therefore be 
it resolved that all patients be classified into the indigent group 
and the private patient group and the Society may aid, based on 
financial assessment, the private patients to meet their medical 


recommended to the Sooty for 
Children and ‘Adales shortly after the establishment of the 


ceeding in accord with the 

The Medical Advisory Committee found that the medical 
report used by the Society for Crippled Children and Adults, 
which is completed by the patient’s own doctor, was not suf- 
ficiently clear regarding the naming of a specialist. On the 
recommendation of the Medical Advisory Committee the medi- 
cal report has been amended, and a special note is added which 
contains the following statements: 

1) When the family doctor knows, at the time of referral, 
that major treatment procedures will be needed he is asked to 
name the Specialist of his choice on the medical certificate. 

2) When recommendation for major treatment is made at 
the clinic and no Specialist has been named, the family doctor 
will be consulted and required to name a Specialist. 

3) When, for some justifiable reason. a Specialist has not 
been named in the above manner, one will be chosen by the 
Society’s Medical Consultant from the Specialists roster of the 


4) Indigent patients will be handled in the regular manner 
as staff patients, with the Society accepting responsibility for 
auxiliary services such as provision of prosthetic equipment, 
transportation, follow-up, etc 
Rehabilitation Assessment Clinics 

From November 1956 to September 30th, 1957 — 12 clinics 
have been held at the Winnipeg General Hospital, 6 clinics at 
the St. Boniface Hospital, and 19 clinics at the Winnipeg 
Municipal Hospitals. the clinics at the Winnipeg 
General Hospital and the St. Boniface Hospital, the Medical 
Director of the out-patient department is also the Chairman of 
the rehabilitation assessment clinic. Normally the Chairman 
selects two or three specialists from the Honourary Attending 
Staff of the hospital in rctation to serve on these clinics. The 
type of specialists is determined by the types of cases to be 
seen. Usually 6 patients are seen at a clinic which lasts a 
half day. In addition to the above personnel, the medical 
director on adults from the Society for Crippled Children and 
Adults and a rehabilitation officer from the society participate 
in each clinic. The purpose of the clinics is to provide a 
comprehensive assessment of difficult cases with a view to 
working out a sound rehabilitation plan. Patients are seen at 
these clinics only with the consent of the patient’s own doctor. 
In all cases the doctor is invited to participate in the clinic. 
Indigents as well as private patients are seen at these clinics. 
In cases where the patient is indigent and medical treatment is 


indicated, the treatment is carried out through staff service by 
the specialist serving on the clinic. In cases where the patient 
dag the recommendations of the clinic are referrd back 


the attending doctor. 


The clinics at the Winnipeg Municipal Hospitals are 
to the physical restoration centre at the Municipal Hospitals. 
The type of patient referred to these clinics is one where it 
has been recommended that the patient might benefit from the 
physical restoration services of the Municipal Hospitals. This 


own doctor. The clinics at all three hospitals have proven 


person to a rehabilitation assessment clinic might prove a 


through the Canadian Arthritis 
and Society at the of the patient’s own 
i to have these clinics 
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as this resource is available it must be utilized. Should this : 
resource become extinct and services formerly provided by 
outpatient departments need to be paid for, then the matter : 
will undoubtedly have to be considered by the Medical Advisory : 
team at the Municipal Hospitals assess the patient, work out 
a treatment program which is carried out at the Municipal 
Hospitals under the supervision of the director of the Physical 
Medicine Department and in co-operation w:th the patient's 
assessment and follow-up services. All patients seen at any of 
costs.” the clinics are known to the Society for Crippled Children and 
The Medical Advisory Committee noted that the medical Adults who maintain « constant follow-up. 
policy on children is not as clear-cut as it is on adults. The At present, attempts are being made to develop similar 
Society was in many cases assisting indigent patients who were clinics at the Winnipeg Children’s Hospital. It can be noted 
from the number of clinics held to date that even though these 
are an important factor in the rehabilitation program, they by 
no means serve the majority of the disabled persons who come 
adult program, that they attempt to bring the mi policy to the attention of the Society. In the majority of cases a 
on children in line with that on adults. The Society is pro- medical assessment through out-patient departments or by 
private consultants is sufficient to proceed with other rehabilita- 
Rural Diagnostic Clinics 
For several years now the Society for Crippled Children and 
Adults has operated rural crippled children’s clinics in ten key 
centres in Manitoba. During 1957-58, ten such clinics will be 
held. There has only been one adult rural diagnostic clinic 
held to date. The Society has found that their present adult ; 
case-load consists of much backlog which requires fairly exten- 
sive investigation. This is difficult to carry out at a rural 
clinic and in effect is wasteful, They believe that once the 
backlog has been cleared the rural clinics will prove more 
valuable. It should be noted that the absence of rural clinics 
for adults does not mean that the adults requesting services are 
not being provided with them. These persons are brought into 
Winnipeg for assessment. 
Rural Arthritis Clinics 
At the March 1957 meeting, the Medical Advisory Com- 
conjunction with their other rural diagnostic clinics. However, 
on reconsideration, because of the special nature of the 
arthritis problem, it was deemed advisable to have these organ- 
ized and operated by the Arthritis Society. The Medical 
Advisory Committee recommended to the Arthritis Society that 
they establish a roster of specialists interested in serving on 
these clinics. At the present time there are four doctors 
specially trained in rheumatology who are acting as consultants 
for the Arthritis Society. 
To date, one clinic has been held at Portage Ja Prairie. It is 
intended to hold two or three more clinics and from these test 
clinics to establish a procedure pattern. The purpose of these 
clinics is to provide the local doctor in the rural area with 
svecialist consultation for cases which are unable to come into 
Winnipeg because of the cost. In addition, the consultant who 
goes out to the rural area would be responsible for the super- 
vision of the physical therapists working in these areas. It is 
intended that the therapists would be providing therapy in ‘ 
accord with the prescription issued by the consultant. It is 
eventually hoped to have clinics of this nature operating at 
three to four month intervals in many key centres in Manitoba 
i in an attempt to find persons with arthritis at the earliest stage 
" possible and to provide them with required treatment. 
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LIPOTROPE GERIATRIC 


ELIXIR 


Vitamins, rutin, lipotropic factors and anabolic hormones 
combined. Favours tissue repair, improves capillary resistance, 
enhances the defence mechanism, and stimulates lipid metabolism. 


LIPOTROPE CHOLERETIC 
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New, superior* choleretic and hepato-protector which stimulates 
biliary function and promotes hepatic cell integrity. 


*Weiss, j.— *‘An experimental and clinica ! 
Study of a Synthetic Choleretic”, The Review of 
Gutman, 19-10, p. 792-807, Oct. 52. 
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Central Disabled Persons’ Registry 

In November 1956 a registry was established in the 
Provincial Co-ordinator’s Office. Registration is voluntary. 
Rehabilitation cases which come to the attention of the various 
rehabilitation agencies are made known to the registry. The 
objectives of the registry are: 

a) To determine the number of disabled and their need for 
rehabilitation services. 

b) To ensure that these disabled persons are referred to 
the appropriate source and to maintain a check on that source 
to ensure that services are being provided. 

c) Having ascertained the needs and gaps in services, to 
study where and how new resources need to be developed. 

The registry attempts to co-ordinate all community resources 
required by the disabled person so that he or she can receive 
in an integrated manner those services required to attain 
maximum rehabilitation. 

Any person wishing information pertaining to the function 
of an agency or community resource providing services for 
disabled persons, can obtain same by writing to the Co-ordin- 
ator’s Office. 

School of Physical and Occupational Therapy 

Physical and Occupational Therapy in Manitoba. This Matter 
has been studied at great length and recommendations pre- 
sented to the Honourable Minister of Health and Public 
Welfare who is favourably inclined towards this need. At the 
moment a further study is being made in co-operation with 
the Minister and it is anticipated that a decision regarding the 
establishment of this school will be forthcoming in November 
or December of this year. 

Respectfully submitted. 

F. H. Smith, 
Chairman. 


59. 
Sanatorium Board 


To the President and Executive of 
Pe Manitoba Medical Association: 
resentative of the Manitoba Medical Association, I 
Tet ie Annual Meetings of the Sanatorium Board on 
February 22 and March 1, 1957. 
e following is a summary of the report of the Medica 
satin Dr. E. L. Ross: 

1. The death rate from tuberculosis for 1956 was the lowest 
ever recorded in Manitoba, 7.8 per 100,000 population. 

2. The reduction in deaths is gratifying but there has not 
been a corresponding improvement in the overall tuberculosis 
problem; that is, new cases have decreased at a slower rate — in 
-, in 1956 they increased by 16 percentage. 

An aggressive case- program was continued, pro- 
ding 325,724 chest x-rays by the Board’s various agencies. 
There was more attempt to concentrate these efforts. 

4. The number of patients in sanatoria at the end of the 
year was 999 (524 non-Indian and 475 Indian and Eskimo). 
The reduction for Province of Manitoba Patient days was 4.4%. 

5. An active and broadened rehabilitation service was 
carried out for all tuberculosis patients. A new approach 
toward the rehabilitation of Indians is being developed. 

6. It is evident that tuberculosis still causes a formidable 
ed health, social and economic problem and that all methods 

of attack need to be sustained and intensified. 


Respectfully submitted. 
Murray Campbell, 
Representative. 


 soctety for Crippled Children and Adults 


To the President and Executive of 
The Manitoba Medical Association: 

The Society for Crippled Children and Adults has con- 
tinued its The case load of patients handled as of 
June, 1957, was 705 adults and 1,157 children. Federal and 
Provincial Grants are granted to the Seciety. The larger 


Disabled are divided into three financial categories, namely, the 
indigent, the medical indigent and the private patient. 

An Indigent is one who is dependent on public bodies or 
relatives for support and no resources with which to meet 
medical costs. He or she is referred to a teaching Hospital. 

A Medical Indigent is a person who is not dependent upon 
public bodies or relatives for support, is a tax payer, but does 
not have sufficient resources with which to pay for the costs 
of his rehabilitation. He may be able to pay part of the costs. 
In cases where specialist consultations are required the patient 
is referred to a specialist selected by the patient’s own doctor 
and the doctor or doctors are paid in accord with M.M.A. 
Schedule of fees. 

A private patient is one who is able to meet all Medical 
rehabilitation costs. In these cases the Society works with 
the patient’s own doctor in carrying out the rehabilitation goal. 

The Society has been growing and averages more than one 
new case every day. Approximately the same number of 
patients are at the stage of completion of rehabilitation and 
are returned to employment, part time employment, sheltered 
employment, homebound employment, to better self care, and 
some are not able to be rehabilitated. 

The increase scope of type of medical cases handled is 
tremendous. One wonders where it will stop. It certainly is a 
form of socialized medicine. 

Examples of cases are: 

Cerebral palsy, all forms of “> pataplegia, etc., 
Mental retardation, hydrocephalus, Post polio, Bilateral = 
valgus, Torticollis, and Scoliosis, Talipes equino varus, as 
scleroderma, Buergers disease, Chorea-athetosis, spina ied 
Rheumatoid archris, Flat and. everson, Congenital dis- 
location of hip, —- spinal injury, Post operative 
incisional hernia, low back pain, cerebral vascular accident, 
peripheral neuritis, second and third degree burns, osteo 
chondritis and many others too numerous to list. 

The Society is extremely effective in doing a good job of 
rehabilitation and is still administered 
under medical guidance. 

Respectfully submitted. 

Donald J. Hastings, 
Representative. 
Traffic Accidents 


To the President and Executive of 
The Manitoba Medical Association: 
Your committee on Traffic Accidents has made an appreci- 
able forward step in the matter of Police Hospital liaison. The 
deliberations of the committee have resulted in a form which, 


this assistance our labours might well have been in vain. 

The Committee looks forward to the preparation of a 
“Guide to Interns and Practitioners” in the handling of Traffic 


663 
balance of money raised is through the March of Dimes and 
Easter Seals Campaigns. Through this combination of funds 
the following services are being made available: 
Medical assessment, medical treatment, prosthetic appliances, 
special equipment, psychological and vocational assessment, 
vocational counselling, board and .room, transportation and 
many other services. 
Rehabilitation medical clinics are still operating at the 
General, St. Boniface and Municipal Hospitals, using a Medical 
Director and Medical Consultant selected on a rotation basis 
from the Honorary attending staff of the Hospital. The 
as of the first of October. 
All Hospital personnel who have been approached have 
welcomed the action of the committee very cordially. 
Implementation has been made possible by the kindness 
of the Executive Secretary of the M.M.A., and the President 
of the Associated Hospitals of Manitoba. 
Accidents. 
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approach of a problem whose gravity is 


Respectfully submitted. 
Athol Gordon, 
Chairman 


62. 
Victorian Order of Nurses 


To the President and Executive of 
The Manitoba Medical Association: 

The Victorian Order of Nurses wishes to advise that its 
service has been extended to include Charleswood and Transcona. 
The organization would like to emphasize that it serves paying 
patients as well as indigents. No problems were brought to the 
attention of your representative this year. 

Respectfully submitted. 


_ Murray Campbell, 
Representative. 


Workmen's Compensation Board 
Medical Board of Reference 


To the President and Executive of 
The Manitoba Medical Association: 


Between the 31st July, 1956 and the Ise August. ro 
the Medical Board of Reference met on sixteen occasi 
Board. Five claimants were examined on behalf of the 
Saskatchewan Compensation Board. 

While several of these cases presented some knotty medical 


problems, all were dealt with to the satisfaction of the members — 


of your Committee. 
Respectfully submitted. 

C. E. 

hai 


Workmen's Compensation Board 
Negotiating Committee 


To the President and Executive of 
The Manitoba Medical Association: 

At the last Annual Meeting of the Manitoba Medical 
Association I was in Montreal to attend to matters important 
to our Association. My report at that meeting covered many 
changes in the Schedule of Fees of the Workmen’s Compensa- 
tion Board. Since our last Annual Meeting conditions have 
changed, and the Negotiating Committee of the M.M.A. to 
the W.C.B. has become more-or-less “as a sounding brass and 
with the Workmen’s Compensation Board 

The Executive Committee of the MMA. 

The Committee on Economics, M.M.A. 

The Fee Taxing Committee, M.M.A. to W.C.B. 

Professional Policy Committee of M.M.A. 

Negotiating Committee of the M.M.A. to the W.C.B. 

With all these committees negotiating or passing opinions 
to the Commissioner, and the Chief Medical Officer of the 
Workmen's Compensation Board, your nominated Negotiating 
Committee chairman has been sina ignored (by the 
above-mentioned megan _ There have been many problems 
brought to my attention which should have been handled by 
This has not been done to any extent as it was realized that 
other committees had passed opinions. The viewpoint most 
suitable to the Workmen’s Compensation Board was the one 
accepted by them. 

I suggest, Mr. President and Members of the M.M.A. that 
you cannot ‘deal with the Workmen's Compensation Board 

except through one committee delegated for 
Wich this chought in mind, I recommend that the N ting 
Committee of the M.M.A. to the W.C.B. be or 


given absolute authority to act on your behalf with concentra- 
tion and continuity. 

Are we heading for the conditions of yesterday? — chaos 
and dissatisfaction! United we stand, divided we fall! 


Respectfully submitted. 
P.H. McNulty, 


Representative, 


General Practitioners’ Association 
of Manitoba 


The annual report of the proceedings of the Erecutive of 
the General Practitioner's Association of Manitoba for the term 
1956-57 follows: 

This Executive met on the third Tuesday of each month 
with the exception of July and August. 

The G.P.A.M. prizes of $150.00 each were awarded to 
Dr. Daniel H. Johnson and to Dr. Richard G. Vanderlinden. 
These prizes have been awarded each year to one interne from 
St. Boniface Hospital and one from the Winnipeg General 
Hospital. These internes must have signified their intention of 
going into General Practice. However, since medical students 
now graduate after their fourth year and prior to their interne 
year, some other method will be found to award a prize or 


prizes. 

Our annual Valentine Dinner and Dance was a great 
success and the Executive feel that this social function should 
continue. 

The General Practitioners put on the for the 
February meeting of the Winnipeg Medical Society and a G.P. 
day was held at the Children’s Hospital on Sunday, February 
24, 1957 under the direction of Dr. H. Medovy. It is hoped 
that both of these programs will become annual events. 

During this session, the Professional Policy Committee was 
set up; the G.P.’s have 50-50 representation, i.e. there are five 
specialists, five general practitioners and a neutral chairman. 
Your Executive appointed five men and five alternates. This 
Committee meets weekly and has a difficult time-consuming 
task. 

Spirited arguments and discussion took place over the 
surgical section’s resolutions and ideas on dichotomy. This 
Executive does not agree with most of the ideas as proposed in 
this brief, but is in acord with most of the recommendations 
as proposed in the Ethics Committee brief. 

Our Executive have had a busy term of office under the 
capable guidance of our President, Dr. D. Hastings. 

On behalf of the members of the retiring Executive, may | 
thank you for the privilege of having been allowed to serve you. 


Respectfully submitted, 
S. Malkin, 
Recording Secretary. 
66. Psychiatric Section 


To the President and Executive of 
The Manitoba Medical Association: 


65. 


held four meetings. 
The first of these meetings was held on October 18, 1956, 


at which an address by Dr. Morris Victor on the subject of 
“Alcoholic Hallucinations” was heard. 


reference to an In-patient Treatment Centre. 
The third meeting was at Brandon on February 27, 1957. 


of the Bender Gestalt Test,” the second talk was by Dr. Burrell 
“Sodium Succinate in the Treatment of 


this meeting the scientific portion was 
Dr. C. Donovan on “Research into "Blond 
Levels in Anxiety.” 


st 
6 
ac 
63. 
a on of the M.M.A. have 
a a dinner meeting with a talk by Dr. Lawler of Cincinnati, who 
spoke on the subject of “Child Psychiatry” with particulat 
ig * The fourth meeting was < Selkirk in May, 1957. At 
i ted by a talk by 
Ascorbic Acid 
4 — 


retary. 
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At this meeting the following officers were elected: 
1. Past Chairman: Dr. William Forster 

2. Chairman: Dr. G. Sisler 

3. Vice-Chairman: Dr. William Glassco 

4. Secretary-Treasurer: Dr. R. H. Tavener. 

The year’s activities have continued with a high note of 
activity, and the Scientific Sections have been marked by 
stimulating talks and discussions. ‘ 

Respectfully submitted, 

R. H. Tavener, 
Secretary-T reasurer. 


67. 
Radiological Section 


To the President and Executive of 
The Manitoba Medical Association: 
The Radiological Section of the Association had quite an 
active year, holding several meetings, one of which was a joint 
meeting with the Section of Pathology. 


Respectfully submitted. 


J. S. Squire, 


Chairman. 


i Doctors’ and Nurses’ Directory 
247 Balmoral Street, Winnipeg 1, Man. 
24-Hour Service 
Phones: Victorian Order of 
Doctors’ — SU 3-7123 Nurses — Night calls, 
Nurses’ — SP 2-2151 Sundays and 
Registered Nurses Holidays 
Practical Nurses Phone SP 2-2008 
Dental Emergency Service 
P. BROWNELL, Reg. N., Director 


SPECIALIZING 


in pregnancy tests 

Selected Albino rats used for Accuracy 

Laboratory hours 8 a.m. to 5 p.m. 
Sundays and holidays by appointment 

Containers sent on request 

Phone WH 2-6935 day or night Ht 
WESTERN BIOLOGICAL LABORATORY 

207 Boyd Bidg., 388 Portage Ave. 


Winnipeg 1, Man. 


Deer Lodge Hospital 


Applications for the following appointments in 
the Departments of Medicine and Surgery, for 
the year commencing July 1, 1958, will now be 
considered: 


1. Senior Interns __________ Salary $175 per month 
2. Assistant Residents ___. Salary $250 per month 
3. Resident _____.________ Salary $300 per month 


This advanced graduate training is approved 
by the Royal College of Physicians and Surgeons 
of Canada. 

ere living accommodation will be avail- 
able. 


Apply to Superintendent, Deer Lodge Hospital, 
Winnipeg 12, Man. 


LEUKORRHEA 


VAGINAL INFECTIONS 


OVOQUINOL-PLAIN 
Diiodohydroxyquinoline U.S.P. 75 mg. 
Sodium Propionate 500 mg. 
Sulfediezine USP. 390 mg. 
Phenoxyethanol B.P.C, 0,04 ce. 
Destrose and Lactose q.s. 

OVOQUINOL-OESTRO 


Same formula as OVOQUINOL-PLAIN 
plus 0.01 mg. Ethinyl-cestradio! B.P. 


per cone. 


OVOQUINOL-JUNIOR 


Tiny-shaped, one-third the strength of OVOQUI- 
NOL-PLAIN plus Ethinyl-cestradiol, 0.0033 mg. 


One or two cones per day preferably at 
bed-time or as prescribed by the physician. 
SUPPLIES in bottles of 15 


NADEAU LABORATORY LTD. 
Montreal Canada 
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WHY MAGNAHEMIN IS ACTIVE IN ALL TREATABLE ANEMIAS 


NON-INHIBITORY 
INTRINSIC FACTOR 


VITAMIN C 


No wasted dosage with MAGNAHEMIN. MAGNA- 
HEMIN Offers more than mere presence of all rec- 
ognized hematopoietic agents. Each factor is 
present in definitive amounts required for hema- 


tinic potentiation. Only one capsule daily for full 
oral therapy in any treatable anemia. ( nm di- 
vided dosage of this formula is preferred, prescribe 
PERIHEMIN* Hematinic, 3 capsules daily.) 


Each MAGNAHEMIN Hematinic capsule contains: 

Vitamin Bi with Intrinsic Factor 
Concentrate 

Vitamin Bi (additional) 

Powdered Stomach 

Ferrous Sulfate Exsiccated 

Ascorbic Acid (C) 

Folic Acid 


LEDERLE LABORATORIES DIVISION, NORTH AMERICAN CYANAMID LTD., MONTREAL, QUEBEC 
*Reg. Trademark in Canada 


1 Int. Oral Unit 


Hematinic Lederle 


Complete Carbohydrates 
FOR INFANT FEEDING 


CROWN BRAND, KARO and 
LILY WHITE Corn Syrups 


Readily Digestible ... 
Well Tolerated 


e Completely Absorbed and Utilized 


e Balanced Mixture of Dextrins, 
Dextrose and Maltose 


The Canada Starch Company Limited, Box 129, Montreal. 
Please send me FREE, Physicians’ Handy Pocket 
Size Formula Guide and Prescription Pad (_) 
Children’s Grow Charts{_] Crown Brand Samples(_} 


Address. 
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Department of Health and Public Welfare 
Comparisons Communicable Diseases — Manitoba (Whites and Indians) 


1957 


— >. 
DISEASES Sept.8to Aug. 11 to Sept, 9 to Aug.12to Jan.l1to Jan.lto 
Oct. 5,57 Sept. Oct. 6,'56 Sept. 8,56 Oct. 5,’57 Oct. 6,56 

Anterior Poliomyelitis .......................... 1 1 2 3 8 11 
1é 14 25 29 756 762 
Diarrhoea and Enteritis, under 1 en! 16 22 12 15 158 119 
Diphtheria Carriers ..........:..... .......-... 2 

Dysentery—Bacillary ........................... 15 1 2 4 42 15 


Ophthalmia Neonatorum ..................... 
Pneumomis, 


Scarlet Fever ...... 8 6 25 1 
Septic Sore Throat . 4 2 14 


Whooping Cough ............................ pate 5 2 21 22 120 341 
118 108 110 116 894 986 
Syphilis 7 9 4 5 


Psittacosis 


DEATHS FROM REPORTABLE DISEASES 
September, 1957 


Four-Week Period September 8 to October 5, 1957 


ewan 


wad = Urban—Cancer, 64; Diarrhoea and Enteritis, 1; Pneumonia, 
(White Cases Only) 33 g 3 EF 83 Lobar (490), 3; Pneumonia (other forms), 13; Septicaemia 
. + 2. : and Pyaemia, 1; Tuberculosis, 4; later effects of gono- 
coccal infection, 1. Other deaths under 1 35. Other 
deaths over 1 year, 271. Stillbirths, 20. Total, 413. 
eumonia, ar 2 eumonia «(other forms), 
14; Tuberculosis, 6. Other deaths under 1 year, 15. 
Diphtheria Carriers ____ Tes 7F 2 Other deaths over 1 year, 190. Stillbirths, 5. Total, 278. 
Dysentery—Amoebiec Indians — Diarrhoea and Enteritis, 2; Pneumonia (other 
Dysentery—Bacillary — — — 15 1 . 4 forms), 1; Tuberculosis, 1. Other deaths under 1 year, 1. 
Encephalitis Epidemic —--... 2 ae 1 sa Other deaths over 1 year, 5. Total, 10. 
Erysipelas 1 
Influenza 1767 337 12 
Jaundice, Infectious... 48 6 2% 8 
Measles — ane 73 
German Measles —.................. Sb cad ey 35 on Anterior Poliomyelitis—One case occurred in a 24 year old 
Meningitis Meningococcal _......_._ 1 2 2 man from the south-west section of the province. 
Diphtheria—On the day of writing (October 16) three cases 
Moped too os oa and four carriers have been reported from Portage area 
Scarlet Fever . rr a i ol 15 14 1 while a fourth case is reported from Cartwright. Three 
Septic Sore Throat... 1 8 12 13 of these cases are in adults. In all cases of diphtheria 
give antitoxin as well as antibiotics. The antibiotic 
Trach will not neutralize any toxin formed. 
so 4 Influenza—At date of writing there have been 31 cases 
Typhoid Para-Typhoid em 4 sat confirmed as Asian Japan 305/57, and are samples from 
Typhoid C er i all parts of the province, approximately 4,000 uncon- 
ood 8 2 at 1 firmed (laboratory) cases have been reported. Vaccine 
is arriving in small amounts and will be distributed on 
Syphilis t 29 7 arrival as far as the weekly supply will go. It will at 


+These figures were not given on their reports. least be in time for the expected second wave of flu. 


57 667 

1956 Total 

1 1 1 16 5 

12 21 38 30 508 1011 


The Manitoba Medical Review 


[November, 1957 


Detailmen’s Directory 


Representing Review Advertisers in this issue, 
whose names are not listed under a business 
address. 


Abbott Laboratories 


G. J. Bowen .... .... 4-4559 

Alan (Al) M. Grant ........ CE 3-1802 

Ayerst. McKenna and Harrison 

SU 3-4558 

Bencard, C.L. 

Borden Company Ltd. 

British Drug Houses 

Calmic Limited 

Ciba Company Ltd. 

Leslie D. MacLean CE 3-3240 

P, Brenden Murphy SU 3-9933 
Connaught Laboratories 

Brathwaites Ltd. WH 2-2635 
Frosst, Chas. E. 

W. M. Lougheed ........................ .. 40-3963 

W. J. McGurran ... .. CH 7-8231 

E. R. Mitchell E ... 40-6164 

Horner, Frank W. Limited 

Jos. Lavitt .... JU 9-1691 

Frank Lowe VE 2-5821 
Lederle Laboratories 

W. C. Hall 


Merck Sharp and Dohme (Canada) Ltd. 

4-5702 

Noel J. Pritchard .................... 40-1162 

SP 4-03029 
Nadeau Laboratory Ltd. 

Andrew Desender CH 7-4909 
Parke, Davis & Co. - 

R. J. Robinson (Brandon) 92-288 @ 

Pfizer Canada 

6-6002 

W. G. Johnston ............ .. 6-139 

Poulenc Limited 

Robins (Canada) Ltd., A. H. a. 

Harold Tetlock . LE 3-8386@ 

Sandoz Pharmaceuticals Ltd. 

Schmid (Canada) Ltd., Julius 

Searle & Co., G. D. 

Harry Chambers LE 3-6558 
Smith, Kline and French Inter-American Corp. JF 

Boyd C. Affleck ..... VE 2-1237 
Squibb & Son, E. R. ae 

J. Dan Machrthur 40-4741 

Warner-Chilcott Labs. 

John E. Lee .. ; 
Will, Chas. R. 

Winthrop Laboratories 

R. M. Kelly ...... 

CE 


ACCUIACLY . . 


The technique of craftsmanship as we apply it 
to your prescription, is a guarantee of accuracy. 


Mallon Optical 


405 Graham Ave., Winnipeg 1 


Phone WH 2-7118 
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